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1. Concerning ‘certain contributing fac- 
tors in the development of tobacco ambly- 
opia. To introduce this communication, it 
is permissible to restate certain well-known 
facts, or at least beliefs. 

(a) Bacteria having gained entrance into 
the blood-streams from a focal infection, 
may exist harmlessly for long periods of 
time, but should the resistance of a definite 
tissue-area, or an organ, for instance the 
eye, be depressed or broken down, due to 
a cause which may be chemical, mechanical, 
or constitutional, a metastatic inflamma- 
tion, often recurrent, may take place; also 
it is possible that these microdrganisms de- 
velop a special affinity for the part attacked, 
or find conditions favorable 
growth. 


for their 


(b) Certain non-bacterial poisons may 
also circulate, or at least exist, in the sys- 
tem, sometimes introduced from without, 
sometimes manufactured from within, often 
for a long time without producing localized 
evidence of their deleterious influence. On 
the other hand, after years of immunity, a 
tract or area of tissue may begin to exhibit 
or interpret the toxic influence, because its 
defense is overthrown, even when there is 
no apparent change in the patient’s habits or 


'Paper read before the Section of Ophthalmology, Col- 
lege of Physicians of Philadelphia, November 20, 1924. 
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health, or in the quality of the poison or 
the amount of its supply. 
(c) Selective tissue affinity of certain 


bacteria, that is, elective localization, is a 


theory by no means universally accepted, 
although in recent times the proof of its 
plausibility increases. 

But it is not possible in everv case of 
metastatic bacterial inflammation to prove 
that the tissue ultimately “selected” has 
been rendered susceptible in the manner 
described, although it is more than likely 
that some such weakening of defense ren- 
ders successful the attack of the organism 
proceeding from a chronic local septic area 
or focal infection. 

(d) Certain chemicals, drugs, or toxic 
agents “select” successfully certain tissues 
for their activities, without the aid of con- 
tributing factors—for instance, digitalis on 
the heart, opium on the cortical centers of 
the brain, etc. These are acute selections: 
their physiologic actions, as they are called, 
or, as Horatio Wood was wont to say, their 
histological action. If the dose is suffi- 
ciently large, they become toxic or over- 
whelming actions, for instance quinine on 
the ganglion cells of the retina. 

But there is reason to believe that in cer- 


-tain of these instances, if not in all, a con- 


tributing factor plays a role similar to that 
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taken by mechanical, chemical and consti- 
tutional injury of tissue in the case of toxic 
bacterial elements. Thus, the ceco-central 
scotomas of pituitary disorders usually at- 
tributed to variously placed pressure foci 
may depend perhaps upon impaired vascu- 
lar supply of the macular bundle, which 
renders it susceptible to toxins distilled 
from inflammatory or other types of edema 
surrounding a hypophyseal tumor. 

Omitting from consideration acute activ- 
ities, that is, those which are immediately 
overwhelming, locally or generally, of cer- 
tain non-bacterial agents (drugs, chemicals, 
toxins), we may concern ourselves for a 
moment with chronic activities, that is, 
those which may be described as long-con- 
tinued, orderly, physiologic actions. 

But this perfectly proper and beneficial 
influence may, rather suddenly, become 
acutel; detrimental. Digitalis is the exam- 
ple usually quoted. It may have been ad- 
ministered for months, even years, the 
dose always well within physiologic influ- 
ence, when unexpectedly the heart exhibits 
an alarming toxic activity of the drug. This 
is attributed to what is known as its cumu- 
lative action, and no doubt correctly, and 
has usually satisfied clinicians along this 
and other lines of inquiry. 

Tobacco also may mave a cumulative 
action, best exhibited when a patient who 
has developed the amblyopia which is often 
due to it, experiences additional loss of 
vision after it (the tobacco) has been abso- 
lutely discontinued. 

This, however, does not satisfactorily ex- 
plain the onset of tobacco-amblyopia in 
patients who for many years have smoked 
moderately, have been entirely free from 
excesses, either in this respect or with alco- 
hol, and who beget the characteristic papillo- 
macular bundle scotoma. 

Many years ago Horner thought the optic 
nerve was prepared for, or better, became 
unprepared for, the influence of tobacco 
and alcohol, because an anemia of the nerve 
had been induced by gastric disturbance 
directly attributable to the tobacco and 
alcohol; Sachs accused certain fatty acids, 
rather than the tobacco bases, and Edsall 


and I found in many tobacco amblyopes 
excessive excretion of enterogenous decom- 
position products, and marked improvement 
when a normal metabolism was obtained. 
Along these lines I have spoken before this 
Section a year or two ago. The suscepti- 
bility of the optic nerves of diabetics to 
tobacco is well known. 

All of this is a preamble to some re- 
marks on another probable contributing fac- 
tor. A case history summarized may serve 
as an example. A shoemaker above sixty 
years of age had smoked moderately, and 
almost always a pipe, for more than forty 
years, without detriment. This sober, in- 
dustrious workman, drinking not more than 
two glasses at night of real beer (he was 
a German), noted at the time named a 
gradually increasing dimness of vision. His 
general condition was excellent, and ordi- 
nary laboratory examinations were negative. 
On examination, his direct vision was re- 
duced to about 6/60, and a ceco-central 
scotoma in each field was found, with dis- 
tinctive features. Each disc was slightly 
pallid in the lower and outer quadrant. No 
other lesion was noted in the eyegrounds, 
except that the retinal vessels were smaller 
than normal, a slight sclerosis of the 
choroidal vessel channels was present; no 
indentation or compression of the retinal 
veins ; no hemorrhages and exudates and no 
irregularity of the lumina of the vessels— 
in other words, a moderate senile angio- 
sclerosis, common enough at that age of 
life. The usual treatment (iodides, strych- 
nia, laxatives, diaphoresis) and abstinence 
from tobacco was effectual. 

Puzzled as to why a healthy man of sixty 
plus years, with no more arterial change 
than is common at that time of life, after 
more than forty years of very moderate use 
of tobacco, should acquire tobacco amby- 
opia, and doubting if cumulative action 
could satisfactorily account for the other 
visual disturbances, it was not until obser- 
vations of the effect of arteriosclerosis on 
the optic nerve had begun to attract atten- 
tion, so accurately recently described by 
Fuchs in his studies of senile amblyopia, 
that the thought occurred that diminished 
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blood supply of the retina and macular bun- 
dle was a contributing cause, rendering the 
nerve elements involved unable to resist the 
toxic influence; even it may be, as Schieck 
maintains, that the affection begins with an 
alteration of the blood-vessels within the 
optic nerve, and as the central fibers are 
less liberally supplied with blood, they early 
yield to the tobacco influence. 

Another condensed case history, the pa- 
tient having been quite recently studied, is 
the following: A man, a shopkeeper, aged 
sixty-eight, noted for six months prior to 
examination, especially when reading, grad- 
ually increasing visual disability. Healthy 
in all respects (report of his physician), 
normal urine, and only moderate hypertro- 
phy of the joints of the hands, he had 
smoked most of his life, that is, for forty- 
five or more years; at one time he used 
alcohol moderately. 

V. R. E. 5/9, L. E. 5/12, much blurred, 
could read only M=125 with +4.50. A 
typical centro-cecal scotoma, larger for red 
than for blue or small white objects, was 
found. Ophthalmoscopically, a_ slightly 
dirty disc, with temporal pallor, contracted 
retinal vessels without change in their 
lumina, and with no compression, and no 
hemorrhages or exudation; moderate areas 
of early sclerosis of choroidal vessels—in 
short so-called senile angiosclerosis. Ab- 
stinence, iodide, strychnine, free water 
drinking, laxatives, regulated diet, were 
rapidly effectual, and vision, near and far, 
improved. 

Such a case and others like it indicate, it 
would seem, that arteriosclerosis of the 
senile type of the optic nerve and retina, 
especially of the small or nutrient vessels, 
may in later life be contributing factors in 
the development of tobacco amblyopia, ex- 
actly as certain chemical, mechanical and 
constitutional factors play a similar rdle 
in the establishment of, for instance, a focal 
iridocyclitis, and these arterioscleroses may 
be compared with their activities in this 
respect with the toxin of diabetes, the tox- 
emia of enterogenous decomposition pro- 
ducts, and those of the usual areas of focal 
infection. 


The suggestion easily obtains that in these 
cases the senile arteriosclerosis is the re- 
sponsible agent, and not the tobacco. But, 
and this is the point which should not be 
lost sight of, the tobacco-scotoma possesses 
distinctive features, elucidated by scotoma- 
analysis, as has been so well shown by 
Ronne, Traquair, Doyne, Sattler (in Ger- 
many ), and one or two American observers, 
which puts it practically, with perhaps one 
exception, in a class by itself. Some of 
these. distinctive features (recited now for 
the benefit of the student physicians who 
are present, and who may not have had 
time to study recent literature, or employ 
the necessary methods), are: The scotoma 
is never truly central, or, more accurately, 
pericentral ; it always has sloping edges, and 
contains within it one or. more saturated 
areas, which may become absolute ; it indi- 
cates a ‘conduction interference, as it is 
called, that is, an affection of the ganglion 
cell and nerve fiber layer; it rarely, if ever, 
extends more than 5 to 8 degrees beyond 
the nasal side of fixation; as it progresses 
the saturated areas become absolute, and the 
scotoma breaks through above; it is most 
easily detected by a red test-object, or a 
very small white one. The various types, 
three in fact, need not be detailed. 

To summarize then, the toxins of diabetes, 
of gastrointestinal sepsis, etc., may be re- 
sponsible for an axial neuritis and a central 
scotoma, but they may also be contributing 
factors in the development of a tobacco- 
amblyopia as described, in which circum- 
stances the defect assumes distinctive char- 
acters; the same contributing influence may 
probably also be derived from sclerosis of 
retinal and optic nerve nutrient vessels. 

2. A clinical note on senile changes in the 
optic nerve—the so-called senile amblyopia. 
Thirty-four years ago Bernheimer closed a 
capital description of optic nerve changes 
due to sclerotic brain vessels, by expressing 
the opinion that this factor was likely in 
the future to receive more attention in our 
endeavors to find the cause of optic nerve 
atrophies in old persons, and referred to 
earlier observations along similar lines by 
von Michel. In our own country, the late 
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Charles Stedman Bull touched upon this 
topic, and it received attention from Uh- 
thoff, who returns to the subject quite re- 
cently, making reference to a group of 
cases characterized by an acute neuritis, 
or neuroretinitis, dependent upon cerebral 
arteriosclerosis, which rapidly develops and 
quickly subsides; that is, the inflammatory 
ophthalmoscopic signs promptly disappear, 
with the result of an optic nerve atrophy 
and shrunken retinal vessels. 

In general terms, belonging to such thani- 
festations but not exactly joined with them, 
are the sudden central absolute scotomas 
which are occasionally the cause of central 
blindness in old arteriosclerotic subjects. 

The present note concerns itself from the 
clinical standpoint with visual disturbances 
in elderly subjects due to changes in the 
optic nerves, which from the pathologic 
standpoint have been so well described by E 
Fuchs. He found, as you know, that amy- 
loid bodies may develop, as they do in the 
central nervous system, from the neuroglia 
which damage and displace the nerve bun- 
dles. Also, a sclerotic internal carotid or 
ophthalmic artery, as Bernheimer showed 
long ago, may injure the nerve ; and finally, 
atrophic foci in the nerves are found, due 
to arterioscleroses. 

The type to which I venture now to refer 
is characterized by an even pallor’of the 
disc, without shrinking of its substance, and 
with diminished caliber of the retinal ves- 
sels, without alteration in their lumina, 
sometimes, but not always, with a pericen- 
tral color defect of low intensity, and some 
depression of the peripheral field, and with 
lowering of direct visual acuteness, which 
cannot be raised to the normal standard by 
the aid of lenses. 

A case in point is the following: A 
clergyman, in the late seventies, vigorous in 
mind, body, and activities, was studied re- 
cently ; ophthalmoscopically the appearances 
were exactly those which have just been 
recorded. Every examination which mod- 
ern diagnostic methods require had been 
made and was practically negative, includ- 
ing serological tests, and he had been told 
blindness was impending. 


The condition is either slowly progres- 
sive, or it may be well-nigh stationary. In 
the present instance there has been no un- 
favorable advance in more than a year, and 
the best therapeutic agent was the assur- 
ance that loss of sight was not immediately 
threatening. 

It is to such cases, I think, that Salzer 
refers in his description of cases of local- 
ized arteriosclerotic processes in the optic 
nerve, often unassociated with pronounced 
ophthalmoscopic appearances; perhaps, as 
he states, invisible very small hemorrhages 
may be the direct agents. 

Summarizing, then, we have optic nerve 
atrophy the sequel of a neuritis of cerebral 
arteriosclerotic origin, the Uhthoff type; a 
rapidly developing absolute central scotoma, 
occasionally found in arteriosclerotics ; and 
a pallid disc and small retinal vessels, simu- 
lating a true atrophy of the nerve, varying 
from such forms as cannot be far removed 
from normal ophthalmoscopic signs to those 
which present a pale, unshrunken disc, with 
or without a central relative scotoma, and 
without any marked tendency to grave 
nerve fiber destruction, which are due to 
optic nerve nutrient vessel scleroses. 

3. Some remarks on certain ocular dis- 
orders probably due to prostatic or vesical 
infection of a non-gonorrheal origin. In 
the insistent search for focal infections, 
especially during the years which have 
passed since Frank Billings delivered the 
Lane Lectures, the prostate and the bladder 
have not escaped investigation, so much so, 
indeed, that six years ago G. K. Swinburne 
stated that the time is coming when non- 
venereal infection of the prostate will be 
recognized as being almost as common as 
chronic tonsillitis. 

All of us are familiar with various forms 
of ulcerative or other types of keratitis due 
to nasal, sinus, tonsillar and dental disease. 
But the relation of colon-bacillus infection 
to metastatic ocular inflammations (kerati- 
tis in one instance) apparently was first 
noted by Arnold Lawson, and shortly after- 
wards A. L. McLeish described a keratitis 
which he believed possessed special features, 
and which he attributed to this etiologic 
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factor, so much so that he labeled the 
corneal disease B. C: C. keratitis; autoge- 
nous vaccine therapy was of advantage in 
some of these cases. 

Naturally, the intestines ‘may be the 
source from which this bacillus proceeds, 
witness Browning’s observations. Also, 
non-venereal prostatitis and cystitis may be 
due to other forms of microérganism— 
staphylococci, streptococci, and Friedlan- 
der’s bacillus—and may, of course, he held 
responsible for ocular disorders other than 
those situated in the cornea, which are not 
now in consideration. 

In personal experience the type of kera- 
titis described by McLeish and by Brown- 
ing has not occurred, a type in which the 
notable signs are a soggy, somewhat milky 
appearance of the cornea, and numerous 
vesicles or spaces where vesicles had pre- 
viously existed, relapsing in character, and 
prior to the use of autogenous ‘vaccines re- 
sistant to all forms of treatment. 

Selecting from my own material three 
patients, and omitting the long clinical his- 
tories, I refer first to a form of keratitis 
in a young man, under thirty, which sug- 
gested clinically a neuropathic or herpetic 
type, which persistently relapsed for a year 
or more, one gutter-shaped lesion being 
especially prone to reappear with intense 
irritative phenomena. 

Almost every kind of examination had 
been made, and many lines of treatment had 
been followed, without result. Repeated 
investigations after he camé under my ob- 
servation were negative, when the prostate 
was examined by Dr. Alexander Randall, 
and a non-venereal prostatitis found (sta- 
phylococci and streptococci) ; prostatic mas- 
sage and autogenous vaccines were swiftly 
and astonishingly effectual, and almost two 


years since the treatment thus carried out °* 


no reappearance has been observed. 

I refer secondly to two patients, one about 
forty and the other between forty and fifty, 
in whom the original trouble has been re- 
lapsing iridocyclitis, followed by deep cor- 
neal infiltration. In one patient there is an 
uncertain history of gonorrhea acquired at 
the age of twenty as the only etiologic fac- 


tor uncovered; in the other there is little 
doubt that lues was the original cause. 

Each of these patients had literally for 
years adopted all the usual therapeutic 
measures without avail, and had submitted 
to all the ordinary diagnostic investigations 
except prostatic study. 

Both had chronic prostatitis of a non- 
venereal type, and both received prostatic 
massage and autogenous vaccine (mixed 
staphylococci and streptococci). In one (the . 
patient with a vague history of gonorrhea) 
improvement took place and _ continued 
after he left personal attendance, the treat- 
ment being carried out by a physician in his 
own city, who described continued improve- 
ment; no recent report. In the other, al- 
though he had taken and took again quanti- 
ties of mercury, iodides, and had received 
courses of arsphenamine, he failed to re- 
spond. The prostatic massage and vaccine 
therapy were followed by amazing results, 
one cornea clearing so thoroughly that nor- 
mal vision was obtained, and the other, sight 
being only shadows, attained a vision of 
6/30, following clearing of a densely infil- 
trated cornea.? These two cases belong to 
the category where a cooperative influence 
(luetic and Neisserian) and pyogenic infec- 
tion occurred—that is, the primary infection 
lowered the resisting power of the tissue 
involved, against which the non-venereal in- 
fection launched an effective attack, and 
continued to do so until the cornea revived 
its resistancé. 

Finally, I would say a few words with 
respect to that intractable affection gen- 
erally termed “senile macular choroiditis 
and retinochoroiditis.” I shall not trouble 
you with case histories, but state the matter 
in general terms. 

Senile macular retinochoroiditis seems in 
certain instances to be related to focal infec- 

1Since this sentence was written the patient has been 
seen, and the improvement as reported, which continued 
for some months, was not maintained. The eye showed 


marked evidence of recurrence of the inflammation, and 
had lost the vision which it had gained. 

2Since this sentence was written, opportunity to ex- 
amine this patient occurred. The great improvement 
in the condition of the left eye continued for one and 
a half years, when a relapse ‘occurred, resulting in re- 
development of the corneal infiltration. The right eye 
was not involved in this relapse, and the gain in vision 
recorded has been maintained. 
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tion as one of the determining factors. 
Three types have been studied in this re- 
spect: (1) The usual type (yellowish- 
white spots, little areas of pigment disturb- 
ance if déts or fragments, cholesterin crys- 
tals, and small hemorrhages which occur in 
crops); (2) Haab’s pure retinal type; (3) 
the massive exudative hemorrhagic variety 
(Coppez and Danis’s type). 

Preceding the development of the lesions 
of the ordinary type (type a), there is a 
longer or shorter period when they are not 
ophthalmoscopically evident, or at least not 
conspicuous, if the ordinary methods are 
used, but may be defined by means of red- 
free light ophthalmoscopy, or by ophthal- 
moscopy with the Gullstrand diaphragm- 
lamp, or with the aid of sunlight illumi 
nation. But metamorphopsia is present, and 
as soon as beginning involvement of the 
photochemical retinal stratum takes place, 
a relative scotoma for blue is demonstrable. 
At this period focal infection should be 
searched for and should be eliminated, as it 
is possible a deterrent influence may thus be 
introduced while the local vascular choroidal 
disease is still in an early stage and the 
retinal elements not yet wholly degenerated. 

But often the patient is seen only after 
the process is established and advancing, 
and after hemorrhages are evident among 
the central lesions. 

In several such cases, two in particular, 
the sterilization of infected dental areas, 
including edentate gums (no other cause 
except. that which is associated with ad- 
vanced years was found), was followed by 
distinct improvement in the sense of a ces- 
sation of the crops of small hemorrhages ; in 
no single instance did degenerated areas re- 
sume function, or pigment spots, etc., disap- 
pear; the activities did cease, but whether 
post hoc or propter hoc only a long series 
of carefully studied cases could demonstrate. 


In one case removal of a non-venereally 
infected prostate was advantageous; in 
others prostatic massage and vaccine ther- 
apy; one case, a typical example of the 
Coppez-Danis: type, now under. observa- 
tion, is too early in the treatment to state 
whether a good result may be expected. 
Some other cases appeared to be helped, 
but could not be followed long enough to 
decide. 

My experience is much too limited, and 
the results too ‘uncertain, to do more than 
hint that this may be a line of treatment 
worth carrying out, but I am sure, if it is 
to be effectual, it must be begun very early, 
and this is exactly the point I wish to 
make, and I make it because all of us have 
seen ill-defined areas of choroiditis be- 
tween the macula and disc, found in persons 
of senior years, become inactive after re- 
moval of focal infections. They are due 
to lesions of the choroidal vessels given off 
from the circle of Zinn which have involved 
the pigment epithelium rather than the ret- 
ina proper. If this is true, and it is, why 
should not an early senile macular change, 
as described, be similarly effectively influ- 
enced? I am well aware that in this argu- 
ment, if it may be so called, there are many 
weak points, one especially, namely, that 
the only effect of the vaccines, to refer to 
them for a moment, is that they act as 
foreign proteins, exactly as milk, or anti- 
diphtheritic serum, or a bacterin of ty- 
phoid bacilli, may so act, and the result is 
non-specific. Indeed, the sudden improve- 
ment after removal of a local infection, 
which sometimes takes place, is almost cer- 
tainly similar to those results which may 
rapidly follow intravenous injection of for- 
eign proteins. And yet, why not try, no 
matter what the explanation may be? 
~1Some of the data included in this paper were utilized 


in a lecture before the Société francaise d’ophtalmologie 
in Paris, May 10, 1924. 





Chancroid Incidence and Practical Considerations 
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Philadelphia, Pa. 


{From the Urological Service of the University of Pennsylvania Hospital} 


The incidence of genital lesions is de- 
clining, due no doubt toa greater interest 
in personal hygiene than formerly and to 
the efficacy of modern treatment. This is 
well borne out by the following figures com- 
piled from the case records of the Genito- 
Urinary Dispensary of the University of 
Pennsylvania Hospital. These represent 
three definite periods: First, from the 
earliest records of the dispensary; second, 
the year prior to the entrance of the United 
States into the World War, for many men 


— 





a 





Genital Lesions. 


Chancroids. 
enital Lesions. 


Chancre8. 





























Further analysis of these figures shows 
that in the first period genital lesions com- 
prised 23 per cent of all new cases, includ- 
ing 8.7 per cent of chancres and 14.2 per 
cent of chancroids. 

In the second period genital lesions had 
declined to 12 per cent of the total new 
cases. Here chancres made up 6.8 and 
chancroid 5.2 per cent of the total. 

The third period includes but 9.8 per 
cent of genital lesions, made up of 4.9 per 
cent each of chancres and chancroids. 


CoMPARISON OF THE INCIDENCE AND TyPEs OF GENITAL LESIONS IN THE 
THREE GIVEN PERIODS. ’ 
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Oct. 1, 1885—Sept. 30, 1886. 


gained their first real knowledge of venereal 

disease and its prophylaxis while in the 

army ; third, the present year just ended. 
Oct. I, 1885, to Sept. 30, 1886. 


Total new cases 
Chancre 


Oct. 1, 1915, to Sept. 30, 1916. 
Total new cases 
Chancre 


Oct. 1, 1923, to Sept. 30, 1924. 
Total new cases 
Chancre 


Oct. 1, 1915—Sept. 30, 1916. 


Oct. 1, 1923—Sept. 30, 1924. 


It is of interest to note that in a period 
where diagnosis was made chiefly from the 
gross appearance, many more lesions were 
called chancroid than later when the micro- 
scope and laboratory checked the diagnosis. 
Many dispensary patients are lost to record 
after the first few visits, and no doubt many 
of the early diagnoses of chancroid later 
proved to be syphilis. It is probable that. 
this holds true at present, but certainly to a 
less extent. 

The second period is thirty years after 
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the first and shows a marked drop in the 
percentage number of genital lesions. The 
outstanding feature here is that fewer sores 
are diagnosed chancroid as compared with 
those proved to be syphilitic. 

The last period shows a further drop in 
the percentage number of genital lesions, 
with practically the same figures for chancre 
and chancroid. 

Chancroid is described classically as a 
single or multiple lesion generally occurring 
on or about the genitalia, which has as its 
specific cause the bacillus of Ducrey. This 
organism is extremely difficult to demon- 
strate on account of the special require- 
ments needed for its culture, while in 
smears it cannot be differentiated from 
other Gram-negative bacilli that are found 
about the genitalia. Once the chancroid 
has advanced to the point of ulceration it 
becomes secondarily infected and the in- 
vading organisms speedily mask the specific 
infection. 

There is no doubt also but that genital 
lesions may be produced by a variety of 
organisms due to infection of an abrasion 
or laceration. The Special Report (Series 
19) of the British Army Medical Research 
Committee states that “The Committee find 
no sufficient evidence that what is clinically 
known as ‘soft chancre’ or ‘soft sore’ is a 
specific disease induced by a single species 
of microdrganism.” 

The diagnosis of chancroid, unless ex- 
ceptional laboratory facilities are at hand, 
is best made by exclusion. Syphilis is the 
most important disease to be eliminated, 
from the standpoint of both patient and 
physician. Any lesion, no matter how 
harmless it may appear, should be consid- 
ered syphilitic until proved otherwise, and 
close observance of this rule will prevent 
the. loss of much valuable time in treating 
primary lues. 

Many of the histories as given by patients 
are unreliable from the standpoint of mak- 
ing a differential diagnosis. The incuba- 
tion period is often uncertain, as the last 
intercourse is generally blamed, and it may 
prove difficult to ascertain the exact dura- 
tion of the lesion. The knowledge of an 


infection of this type is unpleasant, and 
many patients delude themselves and even 
attempt to persuade their physicians that 
the trouble is but trifling. 

The gross appearance is a poor criterion 
for diagnosis and often misleading. Mixed 
chancroidal and luetic infections are com- 
mon and may be acquired at the same 
place at different times, or, owing to the 
shorter incubation period of a chancroid, 
this lesion may appear first and the chancre 
follow. A typical. chancre is.more regular 
and indurated than a chancroid, and its 
edges are cleaner cut. Chancroid is often 
irregular, not indurated, but surrounded by 
a zone of inflammatory reaction, and its 
edges are undermined and ragged. The 
center is often covered with a grayish slough 
which may be absent in a chancre. 

Chancres are generally described as sin- 
gle lesions, but in many cases this is not so. 
An immunity to syphilis is not established 
until ten days after infection, and in this 
interval a fresh inoculation may be made; 
or several areas may be infected at the same 
time. White and Brown in an analysis of 
9000 chancres found the treponema pallida 
in more than one area in 19 per cent of 
cases, and Fournier reports multiple chan- 
cres in 18 per cent of his cases. 

When a patient presents himself with a 
genital lesion a dark-field examination 
should be made at once and should be re- 
peated at daily intervals if negative. It is 
common to find the first several dark-field 
examinations negative in both treated and 
untreated chancres. This is probably due 
to the fact that the spirochetes are in the 
depths of the lesions, and several days 
elapse before they appear on or near the 
surface. 

While awaiting the result of dark-field 
examinations the patient should be in- 
structed to cleanse the lesion at frequent 
intervals with normal salt solution. Sim- 
ple cleansing alone often exerts a beneficial 
effect upon chancroids, while chancres are 
unaffected.. A normal salt solution may be 
approximated by dissolving one-half a tea- 
spoonful of table salt in a glass of warm 
water. 











Where the lesion is of several days’ stand- 
ing or its duration is uncertain, a blood 
Wassermann test should be done. This test 
should be repeated weekly for three weeks, 
and then followed by at least three more 
examinations at monthly intervals if nega- 
tive. The dark-field examinations often 
are negative and the sores heal under local 
treatment, but unexpectedly the Wasser- 
mann test becomes positive, or in numerous 
unfortunate cases the patient returns with 
symptoms of secondary syphilis. 

A chancroidal infection is often resistant 
to treatment, and even under ideal condi- 
tions requires a period of weeks before 
healing is complete. However cleanliness 
and local applications of warm salt solu- 
tion generally relieve the pain and inflam- 
mation, allowing an interval during which 
the lesion may be studied. Any method of 
treatment should endeavor first to combat 
infection, and second to stimulate healing. 
Escharotics should not be used because they 
cause only further irritation of an already 
inflamed tissue. Ointments are inefficient 
at first because they do not allow free drain- 
age and often serve merely to dam back the 
infection by sealing over the lesions. 

The Robbins and Seabury method of 
copper ionization gives uniformly good re- 
sults and is the method of choice at the 
University Dispensary. The surface of the 
lesions is first cleansed with salt solution 
and then anesthetized by placing thin layers 
of cotton soaked with a 10-per-cent cocaine 
hydrochloride solution over all raw areas. 
Anesthesia is complete in from five to ten 
minutes. Before application of the electric 
spark the lesions are painted with a 20-per- 
cent aqueous solution of copper sulphate. 
The Oudin monopolar current is used with 
a small pointed vacuum electrode or fine 
wire. The instrument is adjusted to give a 
spark about one-eighth inch in length and 
should feel decidedly hot when tested by 
application to the hand. This spark is ap- 
plied thoroughly to all open surfaces until 
they appear a dirty gray instead of the first 
blue color caused by the copper sulphate. 
A salt solution dressing is then applied. 

The treatment causes some burning pain 
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after the effects of the cocaine have worn 
away, but this is only of one or two hours’ 
duration and is relieved by wet dressings. 
Within twenty-four hours a superficial 
slough separates, leaving a clean granulat- 
ing surface that is entirely free from pain. 
Slow healing begins at once, but many of 
the larger lesions require several fulgura- 
tions at four- or five-day intervals to com- 
plete the cure. We have experienced truly 
remarkable results since following this tech- 
nique. In a statistical study of 70 cases of 
chancroid so treated in this dispensary the 
average number of treatments required was 
only 2.2 per patient, and the average time 
required to establish complete healing was 
only twelve days. The improvement is 
so marked even after the first treatment 
that patients gladly codperate and are quite 
willing to return for further treatments. 
Fulguration results in no scarring, and in a 
few months the site of the lesions is hardly 
distinguishable from the surrounding tissue. ° 

Where fulguration is not possible other 
methods of treatment may be used that are 
satisfactory, although not as prompt in re- 
sults as this procedure is. Argyrol or car- 
bolfuchsin may be used. 

A small amount of argyrol crystals is 
loosely packed into the lesions and covered 
with a wet dressing. This procedure may 
cause some pain, but it is not severe and 
is generally borne well. Upon the follow- 
ing day the open surfaces appear cleaner, 
and in a short time healthy granulations are 
present and healing commences. Argyrol 
crystals may be applied daily and the treat- 
ment controlled by the amount of reaction 
they cause. Should chemical irritation re- 
sult the treatment may be discontinued for 
a short interval and the lesions kept cov- 
ered with warm salt solution dressings. 

The carbolfuchsin solution used is the 
same as that employed for staining acid- 
fast organisms. It must be remembered 
that this is a solution of dye in 5-per-cent 
phenol, and that phenol dressings if covered 
or used -over too long a period of time may 
cause necrosis. The method of application 


here consists in first cleansing the lesion and 
then applying a liberal amount of the car- 
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bolfuchsin solution, being careful not to 
spill it upon the healthy skin. Salt solu- 
tion dressings are then applied, and the 
patient is instructed to keep these dressings 
wet with salt solution and to change the 
gauze entirely within twenty-four hours. 
The phenol readily checks the pain, while 
the fuchsin acts both as an antiseptic and 
as a stimulant to granulations. 

Dressings of boric acid ointment may be 
used after a chancroidal lesion is free of 
infection and the epithelium is starting to 
grow. This ointment will keep the lesion 
soft, prevents the formation of crusts, and 
tends to promote final healing. This should 


never be used when it might prevent free 
drainage. 

In conclusion it may be said that chan- 
croid is essentially a disease of filth and is 
seen most often in uncleanly individuals, 
especially negroes. The diagnosis is always 
a matter of concern and never should be 
made until syphilis is ruled out. Clinical 
appearances are deceiving, and it should be 
remembered that at least half of all genital 
lesions are syphilitic in nature. The form 
of treatment varies, and that outlined above 
includes methods that have proved success- 
ful in series of cases. 

812 Mepicat Arts BuILpING. 


Some Important Points Relative to the Diagnosis, 
Manifestations and Treatment of Maxillary 
Sinus Disease in Adults 


BY ROBERT E. PARRISH, M.D., Major M. C., U. S. Army 
Chief Eye, Ear, Nose and Throat Section, Walter Reed General Hospital, Washington, D. C. 


During the past few years a large num- 
ber of writers have been emphasizing the 
importance of various phases of nasal ac- 
cessory sinus disease. There apparently 
has been a tendency among many of these 
writers to especially emphasize the import- 
ance of involvement of the posterior group 
of sinuses. Very little has been written 
about the anterior group. Perhaps it is 
considered that the anterior group has al- 
ready been sufficiently discussed. The im- 
portance of sinus disease in general is so 
great that we should consider any contri- 
bution to any of its phases of the utmost 
value. The internist and even ‘the general 
practitioner should consider the examina- 
tion of their patients incomplete without a 
careful examination of the ears, nose, and 
throat, including the nasal accessory sinuses. 

_ The importance of including the sinuses in 
the routine examination of our patients has 
been particularly brought to my attention 
by the frequency with which such an exam. 


ination enables us to discover a previously 
unsuspected involvement of such signifi- 
cance as to be the causative factor of the 
patient’s admission to hospital. 

Recently the relationship of posterior 
sinus disease and affections of the optic 
nerve seems to be an exceedingly popular 
subject for publication and discussion. It 
is hoped in this connection that we are not 
led to believe that other conditions of the 
sinuses are of negligible importance as 
causative factors of optic nerve involve- 
ment. The connection between optic neu- 
ritis and maxillary sinus diseases has 
been mentioned by a number of writers. 
In the last two years three cases of marked 
enlargement of the blind spots have been 
found in patients suffering from chronic 
suppurative maxillary sinus diseases, treated 
in this clinic. This enlargement of the 
blind spots cleared up rapidly after radical 
operation and cure of the maxillary sinus 
infection. The points which I will try to 











express relative to this subject are based 


on consideration of cases which have come 
under my own observation, and I believe 
they are of sufficient importance to men- 
tion : 

1. Pathology is more frequent in the 
maxillary sinuses than in any of the other 
sinuses. 

2. More extra-nasal conditions are caused 
by disease of the maxillary sinuses than any 
other sinuses. ; 

3. Extension to the other sinuses from 
the maxillary sinuses is more frequent than 
from any other group of sinuses. 

4. Maxillary sinusitis may be dental or 
respiratory in origin, while primary involve- 
ment of the other sinuses is practically al- 
ways confined to a respiratory origin. 

5. Maxillary sinusitis is believed to be 
the most commonly overlooked sinus in- 
volvement. 

6. Careful diagnosis and treatment of 
maxillary sinus conditions is followed by 
more complete and lasting cures than we 
are able to obtain with any of the other 
sinuses. 

Diagnosis of the involvement of the max- 
illary sinuses should be taken up in a sys- 
tematic manner. The history of the patient 
is the first thing to consider; in this we try 
to ascertain if the patient has had any pre- 
vious sinus disease or any dental condition 
which might have a bearing on a possible 
sinus involvement. The history in acute 
maxillary sinusitis is very definite, as a 
rule, the onset being associated with a “head 
cold” or some other acute infection of the 
respiratory tract. Many of the cases of 
chronic maxillary sinusitis may be called 
latent because there are no local symptoms 
referable to the sinus condition, therefore 
a negative history does not rule out maxil- 
lary sinusitis. In the history we should 
carefully ascertain all the patient’s com- 
plaints, so that if a sinus condition is found 
we may have some idea as to the symptoms 
which the sinus may be causing. 

Local Symptoms.—The chronic cases of 
maxillary sinusitis may complain of inter- 
mittent nasal discharge, postnasal discharge 
or dropping, a foul breath, or some diffi- 
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culty in breathing through the nose on the 
involved side. The acute cases of maxillary 
sinusitis have symptoms of varying severity 
depending on the extent and virulence of 
the infection ; they complain of difficulty in 
breathing, headache, pain over the maxillary 
bone on the involved side, pain or a sense 
of pressure in the orbit, nasal discharge, 
etc. 

Clinical examination includes inspection 
of the face for any evidence of edema, and 
palpation for any point of tenderness over 
the superior maxilla. The appearance of 
the interior of the nose, condition of the 
nasal mucous membrane, condition of the 
turbinates, prominence of the lateral nasal 
wall, deviation of the septum, nasal polyps, 
congenitally deformed middle turbinates, or 
other condition which might obstruct drain- 
age, presence of discharge, location of 
discharge, the effect of the change of posi- 
tion on the discharge, the effect of shrink- 
age of the mucous membrane, the use of 
suction, and the condition of the. naso- 
pharynx. The condition of the nasopharynx 
is very important. If the patient is hav- 
ing much discharge it will be visible on 
the posterior wall, or it will cause a naso- 
pharyngitis if the process has existed for 
some time. If the patient complains of 
having a profuse or abundant nasal dis- 
charge, do not place much dependence upon 
his statement if the findings do not bear it 
out; give the patient a container and tell 
him to return in twenty-four hours with 
the specimen for examination: Often the 
amount of discharge that patients are able 
to collect is almost negligible; this is often 
true in neurotic patients, especially women, 
and may help in preventing an incorrect 
diagnosis and prognosis. 

Transillumination.—This is an important 
part in every rhinological examination. Its 
principal use is in determining the condi- 
tion of the maxillary sinuses for diagnosis 
and as a method to follow the results of 
treatment in those cases not radically op- 
erated. Each case should be transillumi- 
nated first with the light in the mouth to 
get a comparative picture between the two 
sinuses, and then externally from above 
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along the infraorbital ridge, the head 
‘thrown back, the mouth widely open. A 
number of important points should be taken 
into consideration when transilluminating 
the maxillary sinuses ; if the light penetrates 
both sides equally, giving the crescent 
underneath the orbit and the pupilary re- 
flex, it is worth a great deal; if it does not 
come through equally or not at all, then we 
must determine the reason.  Transillumina- 
tion is affected by the thickness of the bone, 
asymmetry of the two sinuses, marked 
deviation of the septum, and a high arched 
palate. In looking for the pupils in the 
dark room when transilluminating a case, 
be sure not to get a false impression by not 
getting a proper view of the patient’s eyes. 
One eye may be deviated, and therefore 
both pupils will not be visible at the same 
time. 

X-ray.—No examination of the nasal ac- 
cessory sinuses is complete without an x-ray 
examination. Every case showing evidence 
of involvement of the maxillary sinuses 
should have an #-ray‘ examination of the 
teeth (uppers) on the side involved. Every 
E. N. T. specialist should see, study and be 
able to interpret films of the nasal accessory 
sinuses. Don’t try to come to any definite 
conclusion concerning a sinus without a 
good set of films. Always have your pic- 
tures. taken from a definite angle. If one 
sinus is smaller than the other it will at the 
same time cast a denser shadow; study the 
shape, size, the relation to other surround- 
ing structures, particularly the thickness of 
the nasoantral wall, and the relation of the 
floor of the nose and the teeth to the sinus 
floor. Septz may be present. Due to dif- 
ference in development the antrum may be 
very small on one or both sides or prac- 
tically absent. Conditions other than sinu- 
sitis may be present and may confuse the 
diagnosis, e¢.g., non-erupted teeth, odonto- 
mas, various tumors, malignant and non- 
malignant. Previous trauma to the sinus 
will at times be confusing if not deter- 
mined by the patient’s history. In «x-ray 
study of the teeth their relationship to the 
sinus must be considered, as well as any 
dento-alveolar abscesses or bony absorption. 


A dento-alveolar abscess may rupture into 
the antrum and not be visible as such, but 
can be suspected if there is a break in the 
lamina dura surrounding the tooth. The 
dentist may have to test the vitality of the 
tooth, and if it is dead to extract it, in an 
effort to determine the relationship to a 
certain sinus. 

Puncture and lavage of the antre is used 
both for treatment and diagnosis. In acute 
cases it is a valuable method of treatment. 
In chronic cases it is used to determine the 
kind of a case we may be dealing with, and 
enables us to make a definite statement re- 
garding the condition of the sinus. Some 
may think that it is impossible to determine 
the presence of a hyperplastic condition 
without an exploratory operation. In my’ 
opinion for all practical purposes a definite 
statement can be made concerning the pres- 
ence or absence of maxillary sinusitis if 
puncture and lavage are carefully done. Be- 
fore attempting to puncture an antrum 
study the x-ray pictures, the relationship of 
the floor of the nose to the antrum, the thick- 
ness of the nasoantral wall, the size of the 
antrum : believe the puncture should always 
be made in the inferior meatus one-half to 
one inch behind the anterior attachment of 
the infec ior turbinate. So far it has not 
been necessary for me to puncture else- 
where. Cleanse the nose with a nasal spray, 
shrink the membranes, cocainize the spot 
selected for puncture thoroughly, wipe the 
nose dry and free of mucus; use a large 
curved trocar and cannula, place the point 
firmly in position, and with a quick rotary 
motion force it through; force several 
syringes filled with normal saline through 
the cannula—if much pressure is required 
something is wrong. Collect the washings 
in a pan and then pour it into a slender 
glass container ; let it stand for about one- 
half hour before examining, and then take 
a glass rod and stir the washings; if this 
is done many cases will show shreds which 
otherwise would be considered negative. If 
the washings contain much blood a definite 
statement cannot be made. It may be neces- 
sary to puncture again at a later date. If 
the nose is properly prepared for the punc- 

















ture very little if any..blood will be col- 
lected in the washings. 

In 1922 Dr. W. E. Grove wrote a very 
comprehensive article on puncture and irri- 
gation of the maxillary sinus, in which he 
gave case reports of a number of serious 
complications associated with this procedure. 
Among his conclusions he makes the follow- 
ing statement: “That we can make the pro- 
cedure comparatively safe, at least eliminate 
the more serious complications, if we avoid 
the use of air either before or after irrigat- 
ing.” My own practice has always been to 
irrigate the antrum without air inflation. I 
have had no complications nor untoward 
manifestations result from puncture and 
irrigation of the maxillary sinuses. 

The manifestations of sinus disease other 
than the local nasal conditions and the sec- 
ondary involvement of the other nasal ac- 
cessory sinuses are produced in two ways: 
first, by absorption of toxic material and 
the effect of this on the different organs 
and tissues of the body; and second, by the 
effect of the organism producing the sinu- 
sitis, the latter may be manifested by the 
extension of the process to other darts, by 
direct contiguity of structures, and by ex- 
tension through the blood and lymphatic 
channels. In listing these condjtions the 
effect on the eye must be mentioned first. 
Among the conditions of the eye which may 
be caused by maxillary sinusitis are con- 
junctivitis, corneal ulceration, phlyctenular 
ulceration, iritis, iridocyclitis, chorioretini- 
tis, neuroretinitis, central:scotoma, enlarged 
blind spots, contracted visual fields, etc. 
Second, acute and chronic arthritis, neuritis, 
and myositis. Third, disorders of the re- 
spiratory tract, laryngitis, bronchitis, pul- 
monary manifestations resembling pulmo- 
nary tuberculosis, and bronchial asthma. 
Fourth, gastrointestinal disorders produc- 
ing symptoms of anorexia, vomiting, and 
loss of weight. Fifth, secondary anemia. 
Sixth, other conditions commonly produced 
by foci of infection in the body, nephritis, 
cardiac disorders, etc. Frequently: we will 
see the patients because they are in the hos- 
pital on account of one of the above men- 
tioned conditions, and the presence of the 
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causative factor, the sinusitis, will be found 
when a complete survey for diagnosis is 
made. In this way many so-called general 
medical conditions have their origin in 
what heretofore has often been regarded as 
a rather unimportant rhinological structure. 

The treatment of maxillary sinusitis de- 
pends on several factors which must be 
carefully considered at the time the diagno- 
sis is made. The acute cases we speak of 
as “acute respiratory in origin,” are those 
coming on in the course of any respiratory 
infection ; in this class of cases the treatment 
is both local and general. The local treat- 
ment is directed to the nasal tissues in an 
attempt to reéstablish proper drainage and 
to relieve the local symptoms of which the 
patient complains. The treatment of some 
cases will have to be more radical, depend- 
ing on the severity of the symptoms and 
the results of the first methods of treat- 
ment. Suction, puncture, and lavage, re- 
peated punctures, and even a radical op- 
eration may be required in a few cases. 
Many cases of acute maxillary sinusitis will 
clear up without any kind of treatment, and 
this should be borne in mind when a patient 
asks for a prognosis. General treatment is 
eliminative, and purgatives are given for 
their effect to deplete the nasal mucous 
membrane. 

The treatment of chronic maxillary sinu- 
sitis depends upon the causative factor of 
the condition. This must be carefully de- 
termined if we are to get maximum results 
in our cases. The first thing to do is to 
rule out the possibility of a dental origin of 
the process. The percentage of cases due to 
dental infection is very large, often put any- 
where from 8 to 100 per cent. I have listed 
the origin of the last 50 cases requiring 
radical operation at this hospital—dental 
origin positive 23, dental origin not positive 
28, origin uncertain 4. Under dental origin 
not positive are placed those cases which 
may have shown evidence of dental origin 
at some time, but the finding at this time 
does not make this certain. Many of the 
second group are believed to be due to in- 
fection from dental sources. In the treat- 
ment, therefore, the first thing to do is to 
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remove the dental focus if such exists. Fre- 
quently the floor of the sinus will be broken 
open when an abscessed tooth is extracted. 
If the sinus is chronically diseased a fistula 
will often result. The old method of treat- 
ing the sinus by irrigation through the tooth 
socket is not considered advisable; the 
diseased sinus will not be entirely cured and 
a permanent opening connecting the mouth 
and the sinus will result. The proper thing 
to do is a radical sinus operation: curette 
out the diseased tissue, make an opening 
into the nose, and pack the sinus with iodo- 
form gauze for about four days. The Cald- 
well-Luc operation is considered most satis- 
factory. If this operation is done soon 
after the opening is made in the alveolar 
process the fistula will close; if more than 
a few days have elapsed it will probably be 
necessary to do a plastic closure of the tooth 
socket at the time of the sinus operation, 
and several plastics may be required to close 
a dental fistula if it has existed for a period 
of time. 

In selecting a method of treatment after 
the causative factor of the process has been 
determined, we must consider the condi- 
tion of the patient. When the patient is 
considered to be a good surgical risk a radi- 
cal operation, such as the Caldwell-Luc, is 
considered the operation of choice. We can 
expect practically one hundred per cent 
cures when this method is used. The in- 
terior of the sinus is inspected, and we then 
know exactly what we are dealing with, and 
can remove the diseased tissue in a thor- 
oughly satisfactory manner. General anes- 
thesia is preferred. In those cases unsuited 
for the Caldwell-Luc operation, an intra- 
nasal operation can be done under local 
anesthesia, but it is impossible to expect 
thoroughly satisfactory results from this 
procedure. The diseased tissue cannot be 
properly removed with the intranasal type 
of operation. In operating an attempt is 
made to obtain an opening in the naso- 
antral wall of sufficient size to permit drain- 
age and ventilation, and, most important, 
one that will not close following the opera- 
tion. No part of the inferior turbinate is 
removed. Occasionally it may be necessary 


to displace it upward, if it hangs down too 
close to the lateral wall. The Caldwell-Luc 
operation for the cure of chronic maxillary 
sinusitis is probaby the most satisfactory 
procedure in sinus surgery. Removal of 
the nasoantral packing on the fourth day 
after operation and the _ gingivo-labial 
stitches about the sixth day, and one irriga- 
tion of the sinus with normal saline, is usu- 
ally sufficient to complete all cases that do 
not have fistula formation. 
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Dyspepsia—When Indicative of a Surgical 
Condition’ 


BY E. L. ELIASON, D.Sc., M.D. 


Surgeon to the University of Pennsylvania and Howard Hospitals, Philadelphia 


The word dyspepsia, literally interpreted, 
means difficult digestion, and originally was 
applied only to gastric symptoms character- 
ized by acid eructations or heartburn. To- 
day it is employed in a much wider sense and 
is applied to a wide variety of symptoms 
that may or may not be primarily directly 
attributable to disturbed gastric function. 
It manifests itself as a chronic symptom or 
symptoms augmented by acute exacerba- 
tions of alimentary distress. It has been 
aptly stated by one of our well-known sur- 
geons that the stomach is the “biggest, liar 
in the body,” in that it refers to itself a 
greater variety of symptoms due to disease 
elsewhere than does any other organ in the 
body. 

Careful histories of the patients who 
complain of “dyspepsia” will bring out 
strongly the bizarre character of the com- 


plaints and the multiplicity of expression. 
The sufferer will describe the symptoms as 
heartburn, dyspepsia, water brash, bilious- 
ness, indigestion, neuralgia and rheuma- 
tism of the stomach, cramps, ptomaine pois- 
oning, wind on the stomach, nervous stom- 


ach, etc. The very variety of expression 
leads one at once to suspect a variety of 
causes. Add to this the variability of the 
physical and laboratory finding, and we of 
course appreciate the fact that dyspepsia 
or indigestion is associated with much that 
is not merely of gastric origin. 

Etiology of Dyspepsia.—This disturbance 
of gastric function depends upon the inter- 
relation of gastric secretion and gastric 
motility. One or both of these factors may 
be influenced by conditions that are (a) 
gastric or (b) extra-gastric in origin. A 
few of the gastric conditions resulting in 
indigestion are: gastritis of acute, chronic, 
atrophic or achylic type, ulceration of the 
peptic or neoplastic type, benign gastric 
growths or strictures causing motor inter- 
ference, and foreign bodies. 


1Read before the Berks County Medical Society of 
Pennsylvania. 


The extra-gastric causes comprise such 
conditions as affect alimentation directly or 
reflexly, namely, duodenal ulcer, disease of 
the biliary tract, chronic appendicitis, caus- 
ing the “appendix dyspepsia” of Moynihan, 
intestinal stasis, renal and cardiac diseases, 
epilepsy, neurasthenia, tobacco excess and 
undue emotion either joy or fear, and those 
diseased conditions of the liver, pancreas, 
spleen, kidney or intestine that disturb gas- 
tric motility by reason of their proximity 
to the stomach. 

In discussing the role that gastric secre- 
tion plays in dyspepsia I cannot do better 
than quote almost verbatim from A. J. 
Carlson: 

“Summary of Pathology of Gastric Se- 
cretions : 

“(1) In otherwise normal persons the 
gastric secretion may vary from hyperse- 
cretion through normal and down to com- 
plete anacidity. These variations 
by themselves do not therefore produce 
disease symptoms. 

“(2) In chronic disorders gastric secre- 
tion and gastric acidity are decreased on 
the whole parallel with the degree of gen- 
eral cachexia. The most important factor 
in this depression is probably the cachexia 
of the gastric glands. 

“(3) There is no known disease capable 
of inducing true gastric hyperacidity. The 
pathological deviations in acid and pepsin 
concentrations are invariably in the direc- 
tion of a decrease. 

“(4) Essential hypersecretion (Reich- 
man’s disease) probably does not exist. The 
factors definitely known to induce hyper- 
secretion are delayed gastric evacuation 
from gastric obstruction at the pylorus, or 
gastric stasis due to factors that do not at 
the same time depress the gastric glands. 
The hypersecretion that is frequently seen 
in so-called nervous disorders has not been 
sufficiently studied in regard to gastro- 
intestinal motility. If this hypersecretion 
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is primarily of nervous origin, it may be 
due to depression of the inhibitory secretion 
' tonus quite as much as to excessive activity 
of the appetite nervous mechanism. The 
marked hypersecretion following a pro- 
longed fast does not seem to induce symp- 
toms of diseases. 

“(5) The gastric juice (in normal or 
greater than normal quantities) can itself 
produce anatomic or functional disorders 
only when it acts on tissues or mechanisms 
that are already pathological. 

“(6) The rdle of the gastric juice in the 
maintenance of health and in the etiology 
of disease has been greatly exaggerated, to 
the neglect of the importance of normal 
gastric motility.” . 

Bearing on this same matter, F. Smithies 
has shown that “54 per cent of cases of gas- 
tric cancer reveal an absence of free hydro- 
chloric acid; that in 45 per cent of instances 
of gastric cancer the acidity findings may 
be readily confused with those of simple 
gastric ulcer, chronic gastritis, or achylia 
gastrica, unless the figures are rigidly inter- 


preted in the light of the clinical history ; 
that in retention, ulcer is associated with 
an increase in acidity free and total, where- 
as cancer is associated with a lowered, free 


and an increased total acidity.” In other 
words, the acid findings vary with regularity 
only in the presence of motility disturbance. 
F. Smithies further discusses gastric acid- 
ity where the pathological lesion is extra- 
gastric, as in duodenitis with pyloric spasm, 
duodenal ulcer, cholecystitis, appendicitis, 
colitis and gastrojejunostomy cases. He 
finds that the highest free hydrochloric 
acidities are present in cases of obstruc- 
tion due to pyloric spasm associated 
with subacute cholecystitis, appendicitis, 
and duodenitis. Here again the motility 
or emptying power of the stomach is 
the most constant fact in the relation. To 
quote from Carlson: “Anemias, practically 
always accompanied by hypo and anacidity 
frequently in gall-bladder affec- 

tions, in chronic colitis, and in marked 
hypothyroidism . . . Achylia some- 
times in primary disturbances of the heart 
Hypoacidity also in pellagra, beri- 


beri and probably one of the effects of all 
dietary deficiency diseases when general ca- 
chexia is advanced . . . Hypo and anacid- 
ity occur in all fevers, more or less. Removal 
of spleen causes slight decrease in amount 
of gastric juice, due to interference slightly 
with circulation It is well es- 
tablished that in gastric and duodenal ulcers 
(uncomplicated by pyloric obstruction) 
there can be normal, hypo or hyperacidity 
or even complete achylia. Since the same 
is true of normal persons, ulcers do not 
per se alter the activity of the gastric glands 

Gastric stasis may be due to 
functional or anatomical obstruction at the 
pylorus, primary gastric asthenia, chronic 
inhibition, ete. Gastric hyper- 
secretion is seen in appendicitis and visceral 
adhesion cases, toxic goitre, and other nerv- 
ous abnormalities. It is probable that hyper- 
secretion associated with nervous disorders 
is in part secondary to gastric stasis.” 

Here is a repetition of the thought that 
motility interference is the prime factor in 
symptom production, and that acid relation- 
ship in disease may not be productive of 
symptoms unless associated with motor in- 
terference. 

Symptoms of Dyspepsia or Gastric Dys- 
function—Pain: In addition to the com- 
plaints of heartburn, water brash, indiges- 
tion, biliousness, etc., fully 90 per cent 
(Smithies) of dyspeptic patients complain 
of pain. If due to gastric disease it is usual- 
ly epigastric and not definitely local, unless 
perforation of the viscus is threatened. If 
the posterior surface is threatened the pain 
will be in the back. Perforating duodenal 
ulcer gives local right subcostal reference. 
The pain of gall-tract disease is over the 
gall-bladder area at the angle of the right 
scapula and the point of the right shoulder. 
If adhesions exist between the gall-bladder 
and the pylorus, the pain may be referred 
to the left shoulder. The pain of appendix 
dyspepsia is sometimes local under the left 
costal atch. The pain of a Dietl’s crisis, due 
to a dropped kidney, radiates downward as 
well as across the abdomen. 

The time of the pain in dyspeptic condi- 
tions is variable. Pain immediately follow- 
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ing food ingestion is rather indicative of 
pyloric or gastric spasm secondary to mu- 
cosa irritation, often noticed in gastric ulcer 
near the cardia or pylorus, in extra-gastric 
abscesses, and at times reflexly from more 
distant lesions of the alimentary tract. Duo- 
denal ulcer pain is the hunger pain occur- 
ring three to five hours after eating and 
relieved by food. When the pathological 
process extends beyond the stomach or duo- 
denum, the pain loses its defining character- 
istic periodicity and becomes constant or 
nearly so. It is estimated that gastric and 
duodenal ulcers are responsible fof from 
20 to 25 per cent of dyspepsia patients. 
Reflex pyloric spasm due to gall-bladder 
disease or chronic appendicitis usually re- 
sults in an early feeling of fulness and 
bloating relieved by belching. Riedel states 
that in a series of 100 cases of gall-bladder 
disease 97 complained of dyspepsia. 

When the symptoms of dyspepsia are 
secondary to such extrinsic or extra-gastric 
conditions as liver disease, cardiac and 
renal disease, they are generally continuous. 
The dyspepsia due to excessive tobacco or 
to excess emotion (fear or joy) can be 
traced directly to the cause, and is only 
classed as periodical in the sense that its 
appearance occurs with the periods of irri- 
tation. Pyloric spasm is not as a rule asso- 
ciated with gastric ulcer. It is usually 
extra-gastric in origin, and as stated gives 
pain under the right costal margin. 

Analysis of the above discloses the fact 
that every instance of pain quoted above is 
associated with some real or reflex disturb- 
ance of motility. 

Vomiting: In dyspeptics, vomiting means 
obstruction. If it occurs periodically it 
means pyloric spasm. If it occurs irregu- 
larly and is of large amounts, it means there 
is permanent stenosis or adhesion obstruc- 
tion. Both the above types are associated 
with but little or momentary nausea. Nausea 
usually over a prolonged period of time, of 
a constant nature, means cancer, whereas 
if of an intermittent type the cause is usu- 
ally extra-gastric, either cardiorenal, ap- 
pendiceal, toxic, etc. 


Hypersecretion is also.a symptom of 
dyspepsia, and according to Fenwick, in a 
series of 100 cases proven surgical, gastric 
and duodenal cases constituted 67 per cent, 
appendicitis 20 per cent, and gall-bladder 13 
per cent. There are many other late symp- 
toms associated with dyspepsia, but they 
have no bearing on the early diagnosis and 
treatment. It is the early diagnosis that is 
important, for then the disease is uncom- 
plicated, is still local, and amenable usually 
to simple and easy treatment. 

It will be seen from the array of symp- 
toms and the diseases responsible for the 
same,. mentioned above, that the proper 
treatment for dyspepsia must be based upon 
the proper diagnosis, which latter must be 
arrived at by a proper correlation of facts 
obtained from the history, physical exam- 
ination, the x-ray, and the laboratory. The 
symptoms of dyspepsia we observe, with 
the few exceptions, are largely those of in- 
terference with the normal motility of the 
stomach, the duodenum, the gall-bladder,.or 
the appendix. This interference in any or 
all of these organs manifests itself in gas- 
tric reference and is periodic or spasmodic 
when in the irritative stage. The obstruc- 
tion as well as the dyspepsia becomes con- 
stant only in late cases when tissue change 
causes a permanent interference with nor- 
mal gastric emptying time. 

It will be plainly seen that the vast ma- 
jority of causes for dyspepsia are of a sur- 
gical rather than a medical nature, and the 
burden should be upon the physician to 
prove that the condition is not a surgical one 
rather than vice versa. 

Dyspepsia should be treated medically 
only when due to: 

(1) Cardiorenal disease, anemia, liver 
disease, endocrine disturbance, visceroptosis, 
chronic gastritis, syphilis and tuberculosis, 
emotional or chemical causes (tobacco, al- 
cohol, lead, etc.). 

(2) Recent or early gastric or duodenal 
ulcer cases if improvement is shown in four 
to six weeks. 

(3) Cases of gastroduodenitis. 

(4) Cases of profound gastric or duo- 
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denal hemorrhage, the medical mortality 
being lower than that under surgical treat- 
ment. 

Dyspepsia becomes a surgical condition 
when due to: 

(1) Acute peptic ulcers that have not 
improved with four to six weeks of careful 
medical treatment. 

(2) Chronic peptic ulcers, as soon as 
diagnosed. 

(3) Diseases of the gall-bladder and 
ducts. 


(4) Chronic appendicitis with pyloro- 
spasm. 

(5) Obstructive lesions resulting in mo- 
tility interference, such as strictures, hour- 
glass stomach, foreign bodies in the stomach, 
gastric neoplasms, benign or malignant, 
adhesions. 

(6) Extra-gastric lesions, perigastritis, 
abscesses of liver, pancreatitis, subdia- 
phragmatic abscesses, etc. 

(7%) Dyspepsia should be viewed as a 
surgical condition until proven medical. 





Backache, Tenderness, or Misery: With Special 
Reference to Effects of Reflex Irritation 


BY J. MADISON TAYLOR, A.B., M.D. 


Formerly Professor of Physical Therapeutics and Dietetics, Medical Department, Temple University, 
Philadelphia, Pa. 


My purpose is to invite .attention to a 
group of commonly recurring symptoms 
and their significances, which are intimately 
associated with a large number and variety 
of disabilities, disease effects and their 
sources of irritation; also to the fact that, 
as these distressful or disabling conditions 
become removed, so do a host of other un- 
suspected sources of trouble subside or 
pass away. Thus many deep-seated sources 
of peripheral irritation are materially re- 
duced, of which the backaches are the mor- 
bid reflex phenomena. Cooperation along 
the lines suggested is desired, thus ampli- 
fying experiences. 

It seems to me possible to show how 
most, if not all, of the good results of treat- 
ment won by protagonists of the back-ad- 
justing health cults are secured by the 
simple principle of relieving local tonic pro- 
tective spastic states, due to reflex periph- 
eral irritation of the muscles and structures 
lying adjacent to the spinal column. 

The locally applied procedures whereby 
these relief effects are wrought are readily 
applicable, are rational, in full accord with 
existing knowledge and experience. 


In a search through current literature 
much confirmatory testimony constantly 
comes into view. This is available to any 
one. 

Some part of the relief evidently afforded 
in backaches is empirical through “fumbling 
and finding.” “So indeed is all other prog- 
ress obtained. Means of scientific explana- 
tion of phenomena as they occur are also 
growing. Much of the work done by those 
pursuing other lines or aims is applicable 
here. Just as soon as the topic of struc- 
tural readaptation, of “engine fixing,” the 
importance of the clinical part played by 
vertebrate or spinal cord mechanisms, 
comes to occupy attention on a par with 
the metabolic and bacteriologic or protozoic, 
then will human welfare be better sub- 
served. 

As matters now stand, where the spinal 
and paravertebral structures are put in 
sound condition, so do the centers and ax- 
ones concerned do their work better, the 
spinal reflex circuits complete their cycles 
better, symmetrical actions and reactions 
become more poised, and the sympathetic 
and vegetative functions become more 
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stable, whereby some direct and many in- 
direct benefits are won. 

Among these last is a better local nutri- 
tion due to greater vasomotor and viscero- 
motor competence, hence whatever dis- 
eased states, or their residue, exist, become 
then more manageable. 

The state to be reckoned with is postural 
tone in the smooth muscles of the viscera; 
“the pacemakers” for functional energies. 

Whether this claim—as an academic 
proposition—be conceded or not, clinical 
experience will amply testify to whomso- 
ever will “put it to the touch to win or lose” 
functional enhancement. 

The back is the architectural basis of 
the vertebrate body, as well as the site of 
dominating spinal centers, neuromeres, and 
emerging primary: divisions of nerves. 

Points to be observed in procedure and 
the indications for them are here barely 
outlined. By relieving local distresses and 
tendernesses much prompt, as well as rad- 
ical, relief can be afforded to a host of 
maladies not seemingly correlated. These 
sensory distressful, or crippling, as well as 
other symptoms, display themselves chiefly 
as spastic states, in the form of tonic pro- 
tective spasms, due to some one or other 
of the peripheral irritations set in motion 
by whatsoever previous disorders occurred 
—infective, traumatic, or metabolic. 


They 
induce 


mechanical obstructions or func- 
tional retardations, or deviations, or con- 
fusions. As these local ailments or dis- 
abilities yield, or are removed, so do the 
sources of irritation causing them tend to 
subside or fade away. This is done by re- 
flexly releasing pent-up or repressed ener- 
gies, by toning up exhausted ‘energies, by 
improving local malnutrition, through en- 
hancing vasomotor and visceromotor action ; 
in short, by rebalancing structures and 
governing forces. 


First the gross structures need to be put 
in gear, better adapted to perform, as, for 
example, the framework, inducing greater 
mobility of, e.g., the thorax, ribs, static 
muscles; also by restoring tone to the ab- 
dominal muscles, the anterior and the pos- 


terior, ¢.g., psoas, iliacus, quadratus lum- 
borum, etc., as well as fuller mobilization 
of the pelvic girdle group. 

All these depend for their right working 
positions, attitudes and economic perfor- 
mances upon their right adaptations to the 
central pillar, the vertebral column. This 
last, evolving from the primitive notochord, 
must become and remain in normal pliancy, 
mobility, axiality (rotability), otherwise 
the functions of the contained spinal cord 
are incapable of performing in accord with 
nature and design. 

If no other means were employed than 
inducing the individual (while free from 
acute disease) to perform regularly move- 
ments normal to the part (1.e., exercises) 
whereby the vertebral column is readapted, 
made of adequate mobility to do its part 
in restoring and maintaining fully the 
functions of bending and rotation, a very 
considerable degree of competence would 
be achieved. When acute diseases or dis- 
orders or traumata have occurred, the func- 
tion of the spinal column could then be 
relied on, and would go far toward main- 
taining functional competence. Then, by a 
few simple procedures, can circulatory, 
especially vasomotor, regulation be applied 
to advantage. In most persons, especially 
those old enough to have suffered from 
previous insults, will be found an assort- 
ment or exhibit of anomalies, disorders, 
morphologic, as well as sensory, and these 
inhibit free movements. 

Note how often, in acute disease, pains 
in the back are complained of. Hence the 
remedy is quite obvious and simple, to ap- 
ply induced movements, skilfully designed 
to get rid of the most obvious obstructions, 
viz., the spastic states referred to. 

Let me here briefly describe how this 
can be most readily and completely done, 
then later details will be offered of ration- 
ale, reactionale and directions for proced- 
ure; also how diversified morbid situations 
can be met and straightened out. The 
process is one of diagnosis, prognosis, and 
treatment, as a continuous performance. 
As was emphasized, most pains, tenderness, 
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miseries, in the back are due to local spas- 
tic states. Hence, the first thing is to ex- 
amine the paravertebral structures. This 
can be done thus: 

The patient lies prone, on as firm a sur- 
face as possible. The ordinary bed, 
equipped with springs, makes it difficult to 
appraise the situation by touch or pressure, 
to learn degrees of resistance, etc. Remove 
all but one thin garment, better a naked 
back overlaid with a soft, thin towel. Ex- 
plore from neck to buttocks by light touch 
perception, the surface of the tactile cor- 
puscles laid on (the ends or tips pressed 
down are relatively insensitive and unap- 
preciative of degrees of relative muscle 
rigidities ), chiefly on one side, in the struc- 
tures parallel to the mid bone, or yet far- 
ther away. These “feel like” taut fiddle- 
strings, and when pulled upon snap back, 
causing some discomfort or pain. They will 
also be found tender, often exquisitely so. 
The site uniformly corresponds to sympa- 
thetic distribution from a certain neuro- 
mere. In that metamere the center lies from 
which the particular source of irritation 
arises. Thus when this is determined a 
shrewd inference can be made of that sit- 
uation through its nerve distribution, hence 
revealing the source of overstress. By fur- 
ther exploration one can more exactly de- 
termine its locality, nature, and extent. 
Oftentimes the irritative focus is con- 
cealed, but relief can be afforded, and a 
marked reduction made in the irritation, by 
the next step, as follows: 

By gentie manipulation over the tender 
area, this distress often fades away. Should 
it not, then proceed systematically thus: 
Tap lightly but firmly a dozen or twenty 
times over the tender area, with finger-tips, 
or better by the outer edge of the extended 
fingers, of one or both hands, then direct 
the patient to place each hand opposite and 


near to the corresponding ear, then to press 
down and then raise the head, “look at the 
ceiling’ —i.e. tense the down pull of the 
erector spine muscles twice, resting com- 
pletely between whiles. Repeat the tapping 
(the French ‘“tapotement”) and again 
bend back and look at the ceiling twice. 

In a very few moments the local spastic 
states yield, and with this relief some part 
of the backache disappears—i.e., the sen- 
sory distress due to the peripheral irrita- 
tion (spasm). 

This means for primary relief is, in my 
opinion, of priceless value. Afterward ex- 
plore elsewhere and many secondary dis- 
tresses will come into view. Deal with 
them similarly. 

In the ordinary run of’cases, this will 
suffice. When distress or disability, or ap- 
parent deformation, persists, a closer search 
needs to be instituted. 

By these tactile explorations, it is re- 
markable what a number of significant 
facts can be ascertained, and at the same 
time distresses relieved, disorders regu- 
lated, and pathogenesis reduced. 

This, of course, is the merest outline of 
a large and helpful auxiliary or supple- 
mental or accessory means of combined 
diagnosis and progressive therapeusis. It 
deserves fuller presentation. As _ stated 
above, the benefits wrought by those heal- 
ing cults, whose domain is the backbone, 
are secured mainly by the means described. 
The sounds or “cracks” made by “thrusts” 
are the releasings of slight rigidities in the 
sockets of the ribs, also the arthroses and 
amphiarthroses. It is just the same as 
cracking one’s knuckles; moreover, by this 
a release of any other states, as of impaired 
mobility of the thorax, the ribs, etc., is also 
relieved. The patient thereupon feels 
vastly better, because of amplified capabil- 
ity for respiration and expiration. 


Werner 





Editorial 


THE DEATH OF SIR JAMES 
MACKENZIE. 


It is not the function of a monthly jour- 
nal devoted to therapeutics to publish news 
items or facts other than those connected 
with the treatment of disease, but in this 
particular instance it is not out of place to 
call attention to the death of Sir James 
Mackenzie, who, without doubt, did more 
during the past twenty years in improving 
our knowledge of heart disease in general, 
with particular reference also to its therapy, 
than has any other medical man in this 
country or Europe. He utilized a large 
clinical experience, great literary skill, and 
the genius of original research to bring 
together the facts upon which we have all 
come to rely so steadfastly. 

The following letter is of interest not only 
because it was written by this eminent car- 
diologist, but also because it is illustrative 
of how frequently members of the medical 
profession suffer from angina pectoris. It 
is also of interest because it shows that he 
knew full well the significance of his at- 
tacks and keenly regretted that he could 
not continue to “carry on” as heretofore. 
Nevertheless his interest never flagged until 
the end. 

The article to which he refers in his let- 
ter, our readers will recall, appeared in the 
November issue of 1924. 

33 Albert Hall Mansion, Kensington Grove, 
London, S. W. 7, 


Oct. 2nd, ’24. 
Dear Dr. Hare: 

For years I have had overhanging the shadow 
of the oncoming of angina pectoris. During last 
winter the attacks came on with great severity 
and I am now a cripple from this cause, 

I have had to stop all work and give up living 
in St. Andrews because the cold aggravated my 
complaint, so I have settled here and lead a very 
quiet and restricted life. 

When free from the attacks of pain I feel 
extremely well, but as effort induces them, I 
have to keep quiet. I have, therefore, to give up 


all idea of writing the promised paper on digi- 
talis. I use my spare time in trying to integrate 
my past observations, and I find it is of absorb- 
ing interest. I was engaged in writing another 
edition of my book on “Diseases of the Heart,” 
but had to conclude it somewhat hurriedly. In 
one of the chapters on Angina Pectoris I deal 
with the surgical treatment, which is causing a 
bit of a flutter in the surgical dove-cot. I sent a 
copy of this chapter to the Lancet which will 
appear shortly, and I wondered if you would 
care to use it for your journal in place of the 
paper I promised you. If you do not find it 
suitable, please put it in the waste-paper basket. 
With kind regards, 
Yours sincerely, 
J. MACKENZIE. 


Sir James died January 24, 1925. 





INTRAVENOUS IODINE INJEC- 
TIONS IN INFECTIONS. 


The Gazette has already called atten- 
tion in an earlier issue to the practice of 
intravenous injections of iodine which 
seems to be more and more practiced in 
India, and repeated issues of the Indian 
Medical Gazette of Calcutta contain re- 
ports of this method of treatment, which; 
to say the least, are encouraging. 

Jeudwine has written enthusiastically of 
the results which he has obtained, and re- 
cently Wadhawni has discussed in the same 
journal points in regard to the dosage, inter- 
vals between injections, contraindications and 
complications in connection with this treat- 
ment, expressing the view that the intra- 
venous injection of iodine will have one of 
the most prominent places in general thera- 
peutics in the next few years. Thus, he 
reports one case of a woman of twenty- 
two, suffering from phlegmasia alba dolens 
for three weeks and- apparently in quite a 
desperate state, to whom he gave 1 cc of 
tincture iodine intravenously, with local 
frequent boric acid fomentations. Three 
hours after the injection the fever had 
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risen from 101° to 102° without any rigor 
and with no other after symptoms. By 
the next day, one-third of the swelling had 
disappeared and the leg was much less pain- 
ful. On the fourth day 2 cc were given 
with a very considerable reaction, a normal 
temperature rising to 104° with a severe 
rigor lasting for two hours. Within a week 
the whole swelling had practically dis- 
appeared. 

In a case of erysipelas of the scalp and 
face 1.5 cc tincture iodine was given im- 
mediately upon admission and a 50-per- 
cent ichthyol and lanolin ointment locally 
applied. No reaction followed the injec- 
tion. The infection, which had been rap- 
idly spreading down the neck, ceased to 
progress so rapidly. The original wound 
of infection was opened and drained. On 
the fourth day a second injection of 2 cc 
was given with no reaction. The progress 
of the case became excellent and within a 
week the whole swelling had practically 
subsided. As there was still some slough, 
a third injection of 2.5 cc was given after 


an interval of eight days with good re- 
sults. 


He also tried this method in a case of 
pelvic peritonitis resulting from puerperal 
infection, but the treatment had to be aided 
by means of vaginal incision and drainage. 

In still a fourth case of severe hip-joint 
disease, four injections of half a cubic 
centimeter tincture iodine were given in- 
travenously at intervals of from five to ten 
days with advantage. 

Wadhawni believes that large doses are 
certainly better than small ones, but that 
the maximum dose he has used is 2.5 cc, 
although he believes that 3 cc is safe. If 
the patient is very feeble small doses should 
be employed. 

- Jeudwine, in his paper, stated that cer- 
tain complications might occur, for ex- 
ample, thrombosis, but Wadhawni has only 
had three thromboses in one hundred in- 
jections. © 

He makes the interesting observation that 
this method does not produce evidences of 
acute iodism even in those who manifest 


such symptoms when given so small a dose 
as 5 grains of potassium iodide. 

In the same journal, Pal, a practitioner 
in Burma, reports his treatment of Oriental 
plague by this method. A woman of fifty 
years, stricken early in the morning, was 
seen early in the evening. Pal immediately 
injected 10 minims of iodine, her temper- 
ature at the time being nearly 106°, and 
delirium being present. Four hours later 
she developed symptoms which led her at- 
tendant to believe that she was about to 
die, having severe tetanic convulsions and 
struggling for breath. Much to his sur- 
prise, Pal found on the following morning 
that the patient, who was expected to die 
during the night, was sitting up in bed, 
with a temperature of 101°, so he contin- 
ued the injections, one every evening for 
four nights, with no untoward results. 
Unfortunately, however, he admits that 
while her temperature on the fifth day had 
come down to 100° and the pulse was fairly 
good, on the sixth morning she suddenly 
died of heart failure, but Pal believes that 
the chief danger from iodine consists in: 
the production of acute edema of the glottis 
after the first injection. Since then he has 
used only 5 minims at a dose, gradually 
increased to 15 as he has determined the 
patient’s tolerance. He also believes that 
it is wise to give a hypodermic. injection 
of adrenalin (5 to 10 minims) before the 
iodine, and states that none of his other 
patients have had serious trouble. Great 
care, of course, should be taken that the 
injection does not get into the perivascular 
tissues, and it should be diluted with a 
small amount of water. 





ALCOHOL AND INFECTION. 


Those members of the profession who 
entered it before the introduction of aseptic 
surgery, and therefore saw more suppura- 
tion in a week than many active practition- 
ers now see in a year, will remember that 
there were three remedies widely employed 
by surgeons of the greatest experience to 
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enable the patient to combat. septicemia, 
threatened or present. These three rem- 
edies were iron, quinine and whisky. 

From our own experience, and from the 
standpoint of these older practitioners who 
had seen many hundreds of cases, we al- 
ways felt that there was much to support 
this therapeutic procedure, notwithstanding 
various researches which have been made 
that sought to prove that alcohol is always 
deleterious, or which, if not made for this 
purpose, nevertheless reached such conclu- 
sions. 

Many years ago the writer of this ed- 
itorial carried out a research in which he 
seemed to show that alcohol, administered 
in suitable cases and in suitable doses, dis- 
tinctly increased the bacteriolytic power 
of the blood. The methods employed were 
carried out by competent bacteriologists and 
without any knowledge on the part of the 
individual who made the actual tests in the 
laboratory as to which patients had received 
alcohol and which patients had not. 

Our attention is called to this matter 


once more by a paper published in the 
Journal of Experimental Medicine by Still- 


man. He quotes Abbott, who found that 
the normal resistance of rabbits is mark- 
edly diminished by the daily administration 
of alcohol to the point of acute intoxication. 
He also quotes Rubin as stating that intoxi- 
cated rabbits succumb more readily to 
pneumococcus and streptococcus infection 
than other animals. Friedenwald, on the 
other hand, found little difference between 
normal and intoxicated rabbits. In the 
present study, Stillman’s idea was to de- 
termine whether, after infecting mice by 
making them inhale an atmosphere with a 
fine bacterial mist, which contained Type 
I pneumococcus and streptococcus hemo- 
lyticus and the bacillus of influenza, he could 
not only produce definite pulmonary infec- 
tion, but also determine whether there was 
any difference in the results obtained in 
the lungs of such animals if alcohol was 
used. 

Every investigation possesses value. 
There may be error in some instances, but 


nevertheless one investigation added to an- 
other often leads to valuable results. Nev- 
ertheless, it would appear to us, so far as 
our interest in this matter from the stand- 
point of therapeutics is concerned, that 
this research and the others which we have 
quoted possess little value. 

In the first place, no medical man has 
ever claimed that the use of alcohol in the 
face of an acute infection to such an ex- 
tent as to produce intoxication could pos- 
sibly be expected to increase the patient’s 
resistance. Every one knows that it will 
diminish it, as many other drugs will do, 
if given to the extent of impairing vitality. 
So, too, the method by which the alcohol 
has been administered in many instances, 
while capable of showing what it will do 
when so administered, ought not to be ap- 
plied to what it will do when administered 
by the method ordinarily resorted to by 
physicians. 

Furthermore, it is not to be forgotten 
that there may be a long journey between 
the effect of alcohol on rabbits and mice 
suffering from an artificial infection, which 
probably in every instance was overwhelm- 
ing, and the effect of alcohol on man when 
oftentimes the infection is not so over- 
whelming, but the patient nevertheless 
needs some assistance to aid him in his 
battle. Thus in the paper quoted the mice 
were intoxicated, which means that they 
were poisoned either by inhalations of an 
alcoholic spray or by intraperitoneal injec- 
tions of 1.5 cc of alcohol in 10-per-cent salt 
solution. 

The results of these experiments are to 
the effect that mice, infected by the organ- 
isms that we have named, do not have the 
germs disappear as rapidly from the lungs 
if intoxicated as they do in those not intoxi- 
cated. 

The author states that he does not know 
in what manner the alcohol exerts its harm- 
ful effects, and further states that his ex- 
periments fail to throw any light on the 
exact mode of natural infection of the 
lungs with pneumococci. He also states 
that his work indicates that alcohol delays 
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the removal of inspired bacteria from the 
lungs and favors the invasion of the blood 
stream. 

This is one of the general statements 
which do so much harm in the hands of 
the prohibitionists and which limit the con- 
fidence of practitioners in experimental 
work. 

Instead of concluding that alcohol delays 
the removal of inspired bacteria from the 
lungs and favors the invasion of the blood- 
stream, the authors should have gone on to 
state that this may be considered true if 
the invading organisms are administered by 
means of a mist and if the alcohol is ad- 
ministered in intoxicating dose by inhala- 
tion or intraperitoneally. In other words, 
however great the interest may be in the 
results obtained, and while they may have 
in the future some bearing when other 
researches are carried out, these experi- 
ments are valueless to the practitioner be- 
cause the underlying condition as to the 
animals employed, and the methods of ad- 
ministration, and the dose of alcohol are 


so widely at variance from what would 
take place actually at the bedside that they 
might as well deal with some entirely dif- 
ferent subject. 

Such a study is purely academic and not 
pregnant with clinical importance. 





MEDICINE OR SURGERY FOR 
GASTRIC AND DUODENAL 
ULCER. 


Thirty years ago there was considerable 
amusement on the part of general practi- 
tioners because of the bitterness of argu- 
ment between those gynecologists who ad- 
vocated certain operative procedures and 
those who were vehemently opposed to 
them. At the present day there is almost as 
much difference of opinion between certain 
medical men and certain surgeons in regard 
to the treatment of gastric and duodenal 
ulcer, although the same bitterness of de- 
bate in medical societies when the subject 
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is discussed is by no means so evident. On 
the one hand we have the large experience 
and careful clinical investigation of the late 
Dr. Sippy, Frank Smithies, and others to 
the effect that they are able to treat these 
cases successfully, that is, they think they 
can cure these conditions by non-operative 
means; and, on the other hand, many sur- 
geons claim that the most that is accom- 
plished by such procedures is a modifica- 
tion in the severity of the pathological pro- 
cess so that the symptoms largely, or entire- 
ly, disappear for a time, only to recur later, 
if some intercurrent malady does not soon 
bring the patient to his end. Further, it is 
claimed by those who are strenuous in their 
advocacy of operative procedure that per- 
foration and hemorrhage, as well as the 
possibility of malignant degeneration, should 
always be kept in mind in these cases in 
determining the question of operation. 

The general practitioner may be consid- 
ered to be still “on the fence” in regard to 
these opposing views. When a patient 
under his care seems to get well under 
medicinal and dietetic means he is some- 
what shocked when an enthusiastic surgeon 
tells him that as the abdomen has not been 
opened there is no real proof that the path- 
ological process has been arrested or cured. 
On the other hand, it is not to be forgotten 
that a part of the surgeon’s positive opinion 
as to the necessity of operation depends 
upon the fact that a large proportion of the 
cases which come to his hands are so ad- 
vanced that he,‘almost invariably, is led to 
the conclusion that all cases of gastric and 
duodenal ulcer are typified by the ones that 
he has the opportunity of feeling and 
seeing. 

A factor which controls the general prac- 
titioner somewhat more than it does the 
surgeon is the development of postoperative 
symptoms or complications. The surgeon, 
of course, comes in contact with postopera- 
tive complications that develop immediately 
after operation, but the general practitioner, 
who has referred the case to him, all too 
frequently has referred back to him a 
patient who has made an operative recovery 
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but who has more complaints and miseries 
to tell in connection with his abdominal 
condition than he had before the operation 
was performed, and these symptoms often 
last for many months or years. 

An unfortunate factor in this matter is 
that when the patient has finally been con- 
vinced that operation is necessary, he places 
in one column his dread and the possible 
dangers, and in the other column a feeling 
that if he is brave enough to submit all his 
troubles will be over. As a matter of fact 
such a promise can rarely be made to any 
patient. The ulcer may be removed, or 
other surgical measures may be used by 
which its healing may be facilitated, but the 
patient is disappointed in the fact that he 
has other symptoms to deal with resulting 
from adhesions, strictures, and all the other 
postoperative conditions which are prone to 
ensue. 

It is not our intention to deal with the 
surgical questions as to whether pyloroplas- 
ty or other surgical procedure is to be re- 
sorted to. We only wish to emphasize the 
necessity of gradually accumulating evi- 
dence which will help both sides of this 
question to come to a wise decision. 

_As is well known, some surgeons have 
claimed, as we have already intimated, that 
no case of gastric or duodenal ulcer ever 
really gets well without operative interfer- 
ence, but no less a person that Charles H. 
Mayo has recently stated that there is no 
question that ulcers of the stomach do heal, 
and that careful post-mortem examinations 
will often reveal beautifuly healed scars in 
the duodenum and stomach in persons who 
presented no evidence of ulcer during life. 
He then goes on to state that “since many 
gastric and duodenal ulcers exist without 
the knowledge of either the patient or phy- 
sician, it is quite probable that many heal 
under treatment.” We quote this state- 
ment because we believe it is of infinite im- 
portance. If so eminent a surgeon admits 
that many get well without treatment, it 
would seem necessarily to follow that a 
considerable proportion of patients may get 
well with the aid of treatment, provided it 
is properly carried out. 


It would appear that weare reaching a 
more sane position in regard to this matter, 
and that a “middle of the road” course is 
applicable when the physician is called upon 
to consider this question, because after all 
it is the general practitioner who usually 
tells the patient that operation is necessary, 
if not in so many words, at least by reason 
of the fact that he refers him to the sur- 
geon. 

It must not be thought for one moment 
that the writer of this editorial note is to be 
ranked with those who oppose operative 
procedures for the correction of the condi- 
tions under discussion. The point here, as 
in many other instances in medicine, is that 
no one absolute rule can be laid down in 
such a way as to cover every case. There 
is no more regrettable condition in medicine 
than that which gives a hard and fast opin- 
ion upon statistical evidence. One of the 
most important things that a young medical 
man or surgeon learns as he goes through 
life is that each patient is a law unto him- 
self and that no cut and dried opinion can 
be followed in all cases. 


HELIOTHERAPY. 


That the sun's rays possess distinct thera- 
peutic properties is a fact which has been 
recognized by human beings from the earli- 
est times; that too great exposure may do 
much harm and even cause death has al- 
ways been well known, but it has only been 
within the last few decades that the sun’s 
rays, or artificial rays closely resembling 
those of the sun, have been properly stud- 
ied and controlled in the treatment of ane- 
mia and tuberculosis. — 

Recently in the Boston Medical and Sur- 
gical Journal, Schwartz has called attention 
to this important subject, pointing out that 
Bernhard, of Samaden, in the Engadine, 
Switzerland, began exposing the affected 
extremities of patients with tuberculosis of 
the joints as long ago as 1902, and since 
that time other clinicians in this country 
and in England have followed this method 
with results which possibly have not re- 
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ceived the attention from the general prac- 
titioner which they deserve. 

In this connection it is most important 
to bear in mind that we are using a power- 
ful factor for good or for evil, that the 
treatment must be carried out along sys- 
tematic lines with graduated exposures of 
the body to- sunlight, since exposure of too 
large an area may induce fever and be ac- 
tually harmful to the patient. For this rea- 
son, those who employ this method most fre- 
quently in all forms of tuberculosis insist 
that the patient is to become accustomed to 
the full exposure of the body to air baths in 
the shade before insolation is begun, which, 
of course, requires moderate weather and 
considerable judgment on the part of the 
physician and nurse. In order that the body 
may be trained to such exposure, only the 
feet are first exposed, then the ankles and 
legs to the knees, then from the knees to 
the hips, then the abdomen, the chest and 
arms. The same plan is carried out with 


the actual exposure to the sun’s rays. In 
all instances, of course, the patient is pro- 


tected from winds, and it is noteworthy that 
the first zone exposed is the ventral sur- 
face for two and a half minutes, and then 
the dorsal surface for a similar period. 
This exposure is usually made at 8 in the 
morning and repeated at 3 in the afternoon, 
making, it will be perceived, a total expo- 
sure of only five minutes of the first zone 
on the first day. The following day, in 
addition to this exposure, the cover is re- 
moved from above the ankles to above the 
knees and the second zone is added to the 
first, and so on until finally the patient ob- 
tains advantage and no harm from expo- 
sure of all, or nearly all, of the entire body. 

It is not our intention to discuss the 
question as to how these beneficial results 
accrue. Undoubtedly some of them depend 
upon the well-regulated mode of life and 
upon the increased general vitality whereby 
the defensive mechanism of the body is 
multiplied. It is probable that, carried out 
to its fullest extent, heliotherapy must be 
limited to those sanitariums where every 
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detail can be carefully adhered to, since 
manifestly the patient’s reaction may vary 
from day to day and each patient is more 
or less a law unto himself. i Wh 

At Perrysburg, N. Y., this method has 
been carried out with very considerable 
success. Even as medical men we cannot 
fail to be somewhat startled by the exhibi- 
tion of a picture in which six or seven — 
perfectly naked youths, suffering from 
tuberculosis of the joints, are presented 
sitting upon a shed covered with snow, 
while another individual in a similar con- 
dition of nudity is seen at the top of a 
snow-covered tree. 

Allowing for the enthusiasm which must 
always be taken into consideration in con- 
nection with the support of any radical 
form of treatment, it is obvious that much 
can be done for otherwise hopeless cases 
by these methods when properly employed. 
When we read that of 1105 patients with 
tuberculosis of the spine treated at Alton, 
England, 96.8 per cent were discharged at 
the completion of treatment with the disease 
arrested ; that of 1042 patients with tuber- 
culosis of the hip 97.8 per cent were ar- 
rested; that of 442 with tuberculosis of the 
knee 98 per cent were arrested; that in 65 
patients with multiple tuberculosis 93 per 
cent were arrested, and so on, we naturally 
“stop, look, and listen,” and become rooted 
to the spot when we are told that mortality 
resulting chiefly from tuberculous meningi- 
tis was less than 2 per cent. Other statis- 
tics extending over longer periods of time 
also give high percentages. Thus in one 
instance recovery was complete in $7.7 per 
cent, partial in 36.7 per cent, and 4 per cent 
of the patients died. 

In a previous editorial we have called 
attention to the fact that ordinary window 
glass distinctly diminishes the therapeutic 
value of sunlight, and for this reason the 
use of the sun baths in closed rooms be- 
hind such protection is unsatisfactory, the 
ultra-violet rays being absorbed and their 
effect, therefore, lost, as is also the stimu- 
lating effect of fresh air. 
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At the Finsen Institute in Copenhagen 
the difficulties of winter treatment are over- 
come by artificial light, as, for example, by 
mercury vapor lamps or by carbon lamps. 

We think that the following conclusions, 
at which Schwartz has arrived, will prove 
of additional interest to our readers, to 
which we add the words, “if given by one 
trained in the use of heliotherapy.” 

1. Thirty-three years have not produced 
universal confidence in the use of tuber- 
culin in the treatment of any form of tuber- 
culosis. 

2. Heliotherapy has clinically proven the 
indications for its use on the:basis of the 
general changes in the patient, the preven- 
tion of deformity, and the restoration of 
function in the affected joint, providing 
that fundamental orthopedic requirements 
are met. 

3. High altitudes have a certain advan- 
tage, but excellent results are being obtained 
at the seashore; at either level clean, clear 
air is a necessity. 

4, Systematic, graduated exposure of the 
entire body, except the head, with careful 
observation of each patient as to which the 
period and extent of insolation is increased, 
seem to be of fundamental importance in 
any serious attempt at heliotherapy. 

5. Clinical observations and laboratory in- 
vestigations, at present, favor the opinion 
that the therapeutic value of the solar spec- 
trum ig not due to the effect of any one 
region, but is more the result of the com- 
bined effect of the entire spectrum. 

6. Artificial sources of light are to be 

regarddd with suspicion until it is proven 
that they reproduce the solar spectrum in 
extent and intensity. 
' %. The local lesion in the bone or joint 
should be completely immobilized during 
the acute stage; apparatus is indicated, but 
should not interfere with insolation. Sinuses 
and ulcers should be unbandaged twelve 
hours each day, and subsequent treatment 
should favor the restoration of function. 

8. Surgery must be looked upon as occa- 
sionally essential in the conservative atti- 
tude toward treatment of osteoarticulat 
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tuberculosis, but to use it wisely requires 
a knowledge of when conservative meas- 
ures have reached their full potentiality 
in each individual case. 





DIABETES INSIPIDUS. 


This condition, which is comparatively 
rarely met with in practice, nevertheless 
very frequently causes the patient great 
annoyance, and any contribution concern- 
ing it is of interest. As illustrative of its 
rarity, Rowntree has stated that about 160 
cases were found in approximately one 
million patients, about equally divided be- 
tween the two sexes. 

Space does not permit us to go into a 
general consideration of the etiology and 
pathology of this condition. Suffice it to 
state that in Rowntree’s experience none of 
the drugs which were at one time largely 
employed seem to possess any material 
value, nor did the intake of water have 
much effect except when the patient was 
actually starved of fluid. As one would ex- 
pect, none of the glands of internal secre- 
tion when administered by the stomach 
possess any value whatever, and, also, as 
one would expect, hypodermic injection of 
an extract of the posterior lobe of the pit- 
uitary produced persistently good results. 

Rowntree found, as we have, that. the 
repeated use of hypodermic injections after 
a time causes complaint on the part of the 
patient, and we have found that.a spray of 
a weak pituitrin solution into the nasal 
chambers is sometimes equally effective 
without the same objection being raised. 

We note with interest that Rowntree, like 
ourselves, has been unable to advance any 
explanation of the manner in which pitu- 
itary does good in these cases. Pharma- 
cological research has also failed to throw 
light upon it, but the suggestion is made 
that it raises the renal threshold for water, 
or, in other words, has an effect upon cap- 
illary permeability. It is certainly true that 
under its influence the ability of the kid- 
ney to concentrate urine is increased. 
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THE SURGERY OF PULMONARY 
TUBERCULOSIS. 


Direct intervention for the relief of intra- 
thoracic conditions, though long proposed 
and occasionally practiced, has only in mod- 
ern times reached such development as to be 
seriously considered by the profession at 
large and to be extensively applied by those 
who have specialized in surgery of the 
chest. 

Chevalier Jackson is a leading figure in 
this domain, since by a happy combination 
of manual dexterity, ingenuity, and vision 
as to possibilities, he has given convincing 
demonstration of the life-saving value of his 
intratracheal manipulations, accomplishing 
by his instruments not only the extraction 
of foreign bodies, but securing and insuring 
a better drainage for suppurating cavities 
situated within the lungs. 

Alexander (American Journal of the 
Medical Sciences, October, 1924) has given 
a résumé of the various surgical procedures 
applicable to the relief of conditions inci- 
dent to pulmonary tuberculosis which is 
truly amazing to one who has not followed 
this special line of surgical research. As a 
means of resting the tuberculous lung and 
of securing compression and consequent 
obliteration of ill-drained infected cavities, 
an artificial pneumothorax is the method of 
choice, providing the involvement be en- 
tirely, or mainly, in one lung. Moreover, 
this should be insured early and should be 
maintained. for a considerable period of 
time. The method of accomplishing the 
pneumothorax in the absence of adhesions 
upon cases suitably selected is simple and 
safe. The apparatus is neither complicated 
nor expensive and results are convincingly 
good. Alexander advises that pneumotho- 
rax be supplemented by an operation called 
exaeresis, to-wit, section of the phrenic 
nerve, thus putting the diaphragm at rest in 
so far as its own contractions are concerned. 
As a result of this palsy the intra- 
abdominal pressure pushes the diaphragm 
up, and thus the air cushion splint to the 
diseased lung secured by the pneumothorax 
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is further supplemented. It is noted that 
though the diaphrenic is not a sensory 
nerve in so far as the carrying of pain 
impulse is concerned, the steady pull upon 
it and the twisting needful to bring away 
its distal end and the accessory phrenic may 
be extremely painful. At times there may 
be temporary respiratory stopping, and 
dyspnea and irregular pulse are commonly 
observed, though no fatalities have been 
reported, notwithstanding the fact that the 
operation has been performed on hundreds 
of cases. This operation Alexander advises 
as supplementary to artificial pneumothorax. 
It should not be regarded as a measure upon 
which sole reliance is to be placed, since it 
gives but partial rest to the diseased lung. 

When artificial pneumothorax supple- 


mented or preceded by section of the phrenic 
does not accomplish desired results, i.e., the 
betterment of the patient and compression 
of the affected lung, usually because of 
pletral adhesions; if the disease involve 
largely or entirely but one lung the opera- 
tion of thoracoplasty is indicated. This 


preferably in two stages and including all 
the ribs excepting the twelfth, enough bone 
being taken away to allow practical oblit- 
eration of the chest cavity of that side. If 
there be apical cavities which cannot be 
obliterated in this way, parasternal approach 
and the use of muscle, fat, or paraffin fill 
may be considered. 
As to tuberculous empyema, the practice 
of the profession to-day is to aspirate the 
effusion and replace it by air. Mixed infec- 
tion may call for drainage, and ultimately, 
if the cavity persists, for thoracoplasty. 
Alexander states that when the cases 
were properly selected, were operated upon 
early and with skill, and the operations were 
adequate, i.e., complete, and the after-treat- 
ment carefully attended to, including not 
less than six months of a cure preferably 
at a sanatorium, of 824 patients 26 per cent 
were improved and 33 per cent were cured. 
Since by direct approach, or nerve sec- 
tion, or both, lesions of the lungs, regarded 
for centuries as unapproachable and incur- 
able, are arrested, wounds of the heart are 
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successfully closed, and even the crippling 
and killing anguish of angina is controlled, 
it would seem that there is no intrathoracic 
lesion for which the surgeon may not ulti- 
mately find a betterment or cure. 


PARATHYROID THERAPY. 





Quinine, many years ago it was discov- 
ered, would practically always cure malaria 
provided it were properly given. This drug 
was used and continues to be used at the 
present day for all manner of ailments other 
than malarial. When recovery took place, 
as it would have done in due course, inci- 
dent to the natural resistance of the body, 
the cure was attributed to quinine. When 
blindness resulted from too heavy dosage, 
which it sometimes did, this was regarded 
as the necessary thorn to the priceless rose. 
The profession at large is perhaps as sub- 
ject to the fashion of the day as were those 
actively engaged in practice a half century 
ago; from which it follows that when it is 
demonstrated beyond question of doubt 
that, for instance, adrenalin at times exhib- 
its an almost magical relieving effect upon 
spasmodic asthma, and that thyroid pre- 
vents or cures cretinism, that insulin arrests 
or cures diabetes, that pituitrin causes in 
the parturient woman powerful contractions 
of the uterus, it becomes the habit to admin- 
ister pharmacological preparations repre- 
senting these glands, or their active prin- 
ciples, for all manner of ailments, many of 
them having for their underlying cause con- 
ditions which would not in the least call for 
the exhibition of any of these medicaments, 
the wise use of which has been attended 
by such brilliant results. 

In so far as the parathyroids are con- 
cerned, it is known that their removal causes 
a condition described as tetany; expressed 
by a hypersensitive condition of the periph- 
eral nervous system and circulatory dis- 
turbances incident to derangement of the 
vasomotors. These symptoms are ascribed 
to an inadequate or perverted calcium me- 
tabolism, associated with the appearance in 
the blood of ‘toxic proteins. 


Critchley (The Practitioner, No. 673, vol. 
cxiii, No. 1, 1924) has demonstrated by 
laboratory tests that perfusion by parathy- 
roid of isolated nerve preparations lessens 
their excitability to stimuli. He has fur- 
ther shown that this substance increases the 
calcium content of the blood stream and 
changes combined calcium into the ionic 
form. It has further been shown by Win- 
ter, Smith, and Forrest that parathyroid 
will reénforce insulin action on blood sugar. 
There is a further suggestion that the para- 
thyroids produce a polymorphonuclear leu- 
cocytosis and increase resistance against 
toxins both chemical and bacterial. 

Based on these proven and partly proven 
facts, a wide field of rational therapeutics 
would seem to have been opened. First and 
most obvious would be that in which the 
symptoms of tetany following goitre opera- 
tion show that the parathyroids have been 
removed. Implantation has been more suc- 
cessful in these cases than the administra- 
tion by mouth of the parathyroid extract. 
In cases of increased nervous excitability, 
incident as a rule to toxic absorption, cases, 
for instance, that are classed by the general 
practitioner as nervous and without demon- 
strable lesion other than constipation, or to 
irregular action of the bowels associated 
often with intestinal pain which wanders, 
is erratic in its coming and going, and is 
exaggerated by time and attention which 
this type of patient devotes to his or her, 
usually her, symptoms, parathyroid would 
seem to be particularly applicable ; this espe- 
cially if associated with calcium. If this 
type of patient be given parathyroid and 
calcium, with close attention to diet, regular 
evacuation of the bowels, exercise, abdom- 
inal support where needful, and other ra- 
tional means of restoring health, betterment 
or recovery may be confidently expected, 
though how far this depends upon the para- 
thyroid can be reasonably questioned. 

Critchett finds that in paralysis agitans 
this medicament lessens the tremor, in- 
creases the patient’s feeling of well-being, 
and alleviates many of the disagreeable sen- 
sations from which he suffers, without in- 
fluencing in any way the rigidity for which 
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he advises hyoscine in combination with the 
parathyroid. His best results were obtained 
in the senile cases. He also reports excel- 
lent results in the treatment of leg ulcer. 
Against acute bacterial invasion, however, 
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he believes it is entirely helpless. In whoop- 
ing-cough he finds that it lessens the vio- 
lence and frequency of the paroxysms, and 
there seem to be no untoward symptoms 
developing from its prolonged use. 





Progress in Therapeutics 


Medical Therapeutics 


Conclusions Based on a Study of Four 
Thousand Cases of Goitre. 

In Endocrinology for July, 1924, Jack- 
SON states that an examination of the vocal 
cords should be made in every case of 
adenoma of the thyroid. Laryngeal exami- 
nation will show partial or complete 
paralysis of one or both cords in one in 
every fifteen cases. This evidence may 
prove important from a medicolegal stand- 
point postoperatively. If one cord is para- 
lyzed before operation, especial care must 
be taken not to injure the nerve supply of 
the other cord. 

A Roentgen-ray examination of the chest 
is of value in eliminating substernal or in- 
trathoracic goitres. 

The two most important preoperative 
measures are the choice and time of opera- 
tion. A severe recent loss in weight and 
strength with a rapidly rising metabolic 
rate warns of an approaching crisis. If 
possible, operation should be performed 
during a remission or early in the course of 
the disease when the weight is stationary 
or increasing. 

Two cubic centimeters of tincture of 
digitalis is given to all patients three times 
a day for three days as a minimum. 

As patients grow weak from lying in 
bed, they should be allowed to be up from 
one to three hours daily. 

Thirty grains of bromide daily quiets 
patients with toxic goitre. 

A diet of 4000 calories a day is required 
as a minimum. to maintain body weight. 


ln exophthalmic goitre Lugol’s solution 
reduces the metabolic rate an average of 20 
per cent preoperatively. There is a pro- 
portionate clinical improvement, and the 
necessity for ligation is obviated in 75 per 
cent of the cases. 

Lugol’s solution and ligation are not 
indicated in the treatment of toxic adenoma. 

He gives two hypodermics before all 
operations, gr. %4 of morphine, followed in 
fifteen minutes by gr. 1/300 of scopolamine. 

Because of the numerous advantages of 
the novocaine method of local anesthesia, 
he uses it in 94 per cent of cases. 

The operator and his assistants must 
handle the tissues most gently and carefully 
to minimize the sensation of pain and pres- 
sure. 

Any trauma or injury to the recurrent 
laryngeal nerve may at once be detected 
by talking with the patient. 

When the operation is finished, unde- 
tected bleeders may be found by causing the 
patient to cough and strain. 

The disagreeable postoperative nausea 
and vomiting following ether narcosis are 
eliminated. 

The risk of postoperative hyperthyroidism 
is diminished. 

There is a decreased chance of postopera- 
tive aspiration pneumonia, although pneu- 
monia may occur. 

The operator can tell whether the pa- 
tient’s condition warrants continuing the 
operation. 

The disadvantages of novocaine anesthe- 
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sia are: Increased strain on the ‘surgeon; 
increased psychic disturbance to the patient ; 
and increased time necessarily required for 
operating. 

Postoperative patients must be kept un- 
der the influence of morphine for from 
twenty-four to forty-eight hours, depending 
on the degree of toxicity. Fluid intake 
must be kept up to 3500 cc. Digitalin, gr. 
1/25 hypodermically, may be given every 
hour if indicated. 

Eighty-five per cent of the cases of toxic 
goitre are cured by surgery. Medical 
measures may temporarily benefit but only 
delay the relief possible to obtain by sur- 
gery. Roentgen-ray and radium are contra- 
indicated in the treatment of any type of 
goitre except exophthalmic goitre. In these 
cases treatment must be continued over a 
long period of time with only uncertain 
results. 





A Word on the Heart. 


In the Medical Review of Reviews for 
July, 1924, Hare states that the most im- 
portant change which has taken place in 
professional opinion in regard to cardiac 
disease is the full recognition that valvular 
lesions are of comparatively little import- 
ance in prognosis and treatment, and that 
the condition of the heart muscle is the 
problem which is presented in every case. 
If this problem is not thoroughly grasped 
the physician will often find his efforts to 
benefit the patient materially impaired. 
Indeed, it may be truthfully said that in his 
efforts to do good he may actually do harm. 
For example, in cases in which digitalis is 
administered over too long a period or in 
too large doses, or in which there is a 
tendency to heart block, which is exag- 
gerated by the influence of this drug; or 
again, the physician may have his confi- 
dence in digitalis diminished by failing to 
get results when the drug seems most indi- 
cated, when in reality he should recognize 
that a heart muscle which is so degenerated 
that its irritability, conductivity and con- 
tractility are all impaired cannot be ex- 
pected to respond to digitalis; or, to speak 
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more correctly, digitalis cannot be expected 
to exercise a very beneficial effect when the 
organ which it is designed to influence is 
so far gone as to be beyond repair. 

Another point which is worthy of atten- 
tion is the recognition that a high blood- 
pressure, while abnormal in one sense, is 
often an attempt on the part of the body 
to maintain adequate circulation whereby 
the various organs will receive their normal 
blood supply. In other words, the patient 
has established what he has called a “path- 
ological norm,” and if the physician suc- 
ceeds, by the use of the nitrites, in mate- 
rially reducing this pathological norm, the 
patient then will become much worse instead 
of better. . 

Of course in certain instances there is a 
degree of hypertension which must be modi- 
fied, but the problem always is, what is the 
blood-pressure which is essential for the 
proper functioning of this individual? Is 
it really too high for his needs and should 
an attempt be made to lower it? Naturally, 
a consideration of the state of the heart 
muscle as to fatigue and myocardial degen- 
eration has to be taken into consideration 
when determining whether an attempt 
should be made to alter a high blood- 
pressure. 





The Treatment of Syphilis from an 
Experimental Point of View. 


In the Annals of Clinical Medicine for 
July, 1924, Brown and Pearce state that if 
we define the immediate object in the treat- 
ment of syphilis as an attempt to eradicate 
the infection, or failing in this, to exercise 
an effective control over the infection and 
to preserve or restore the health of the 
patient, it is obvious that, in a disease as 
varied and complex as syphilis, the accom- 
plishment of these ends may call for the 
use of a variety of therapeutic proce- 
dures or the exhibition of many different 
kinds of action depending upon the condi- 
tions that exist at the time treatment is 
During the early stages of 
acquired syphilis our efforts may be con- 
centrated on the destruction of the para- 
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sites, but once a characteristic lesion has 
been developed it is useless to attempt to 
prevent a: systemic distribution of organ- 
isms; every part of the body is potentially 
infected, but it is still possible to prevent 
the localization and growth of spirochetes 
in inaccessible foci. and to prevent the 
development of lesions which afford more 
or less protection against the action of 
spirocheticidal agents. Fortunately, nature 
aids us in this in a most effective way 
through the adaptation of different tissues 
to the growth of spirochetes. Thus, the 
first focal infections occur in tissues that 
offer no great hindrance to drug action, and 
with the exception of the chancre the early 
lesions are readily permeated by therapeutic 
agents. 

In very early cases of syphilis the spi- 
rocheticidal action of the drug is, therefore, 
a consideration of the foremost importance. 
For the most part, spirochetes are in ex- 
posed positions and can be destroyed most 
readily by substances that possess the great- 
est spirocheticidal action. The effect pro- 
ceeds almost like a test-tube reaction. Stiil, 
we cannot overlook the fact that a certain 
number of organisms are not readily ac- 
cessible. even in the earliest cases of 
syphilis. Hence, other things being equal, 
the choice of agents may be determined by 
other qualities of action such as penetra- 
_ bility or the ability of the drug to induce 
or to facilitate resolution of lesions as a 
means of exposing protected organisms. 
These properties are not necessarily com- 
mensurate with spirocheticidal action as 
ordinarily determined. There are many 
substances that possess a high parisiticidal 
action that are wholly incapable of devel- 
oping this action except where organisms 
are readily accessible, as in the blood 
stream, while other substances with much 
lower parasiticidal action may prove more 
effective on account of their ability to reach 
hidden foci of infection. In like manner 
there are substances that will induce rapid 
resolution of lesions which do not possess 
a high degree of spirocheticidal action, and 
conversely there are other drugs with high 
spirocheticidal action which do not cause 


THE THERAPEUTIC GAZETTE 





a correspondingly rapid resolution of 
lesions. Arsphenamine and. neoarsphena- 
mine show distinct differences in these re- 
spects. 

When we come to more advanced stages 
of syphilitic infection, congenital as well as 
acquired, treatment is more complex and 
the difficulties are greatly increased. Or- 
ganisms have become established in such in- 
accessible locations as the cardiovascular 
system and the central nervous system, 
while the lesions in other parts of the body 
have assumed an obstructive character. In 
addition, the health of the patient has be- 
gun to suffer either as a direct result of 
the infection or of the strain imposed. by 
a continuous effort to combat the infection. 
In either case, processes are in operation 
which, if unrelieved, may lead to serious 
consequences. 

When this point is reached, the hope of 
effecting a complete sterilization is greatly 
diminished and our efforts should be 
directed in such a way as to insure an 
effective control of the infection and the 
preservation of the health of the patient. 
Under these circumstances the potential 
parasiticidal action of a drug is of less con- 
sequence than the ability of the drug to 
reach foci of infection that are difficult of 
access and the effect produced on the pa- 
tient. In part this means penetrability, and 
in, part an ability to induce resolution of 
lesions, for; regardless of how great an 
apparent spirocheticidal action a drug may 
have, its value is limited to what it can 
actually accomplish under the conditions 
of its use, and not infrequently the ultimate 
result may depend on the response that can 
be elicited from the patient. 

None of the agents at present available 
is equally adapted to the accomplishment 
of these several ends. Those that are best 
suited to the accomplishment of one purpose 
are not equally adapted to another. Hence, 
in cases of advanced syphilis, there are 
definite indications for a mixed therapy, 
but it is here that our knowledge of the 
action of therapeutic agents breaks down. . 

When we speak, therefore, of the neces- 
sity for avoiding the use of therapeutic 
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measures that interfere with the patient’s 
own efforts to control his infection or of 
the possibility of employing measures that 
will aid such activities, we have something 
concrete on which to base such statements. 
Moreover, since practically all of the drugs 
that are used in the treatment of syphilis 
at the present time, arsenicals and mer- 
curials as well as iodides, have a profound 
effect on the system of organs referred to, 
it is almost impossible to avoid influencing 
the resistance of the patient in one way or 
another. Hence it is essential that we rec- 
ognize this fact and that we make proper 
provision for the study of effects of this 
kind in order that we may make the best 
possible use of our opportunities, experi- 
mentally and clinically. 


The idea of drawing a distinction between 


methods of treatment that are applicable to 
the treatment of early syphilitic infections 
and those that are adapted to the treatment 
of advanced infections, together with the 
idea of conserving the resources of the 
patient, is by no means new, but the wis- 
dom of such a policy cannot be emphasized 
too strongly. In placing so much stress 
on this aspect of the treatment of syphilis 
it is not the author’s intention to minimize 
the importance of parasiticidal agents. 
Drugs of this class have a definite purpose 
to serve. The “therapia magna steril- 
izans” of Ehrlich is an ideal to be attained, 
but the point has not been reached where 
we can afford to neglect other features of 
drug action. Meantime, if we are to pro- 
gress, we must realize that success is not 
apt to be achieved by an effort to reduce 
the problem of human therapy to the level 
of the simplest order of laboratory experi- 
mentation. In effect, this is what has been 
done on the assumption that all that we 
need know in order to make a correct esti- 
mate of the probable value of a given drug 
was its so-called therapeutic index. This 
they know to be an erroneous assumption, 
and the hope for future progress in the 
treatment of syphilis lies in an effort to 
correct this error by elevating our experi- 
mental work to a plane as closely approxi- 
mating that of human conditions as is pos- 
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sible, with a view to obtaining more exact 
knowledge of all of those qualities of action 
that may be of advantage or disadvantage 
in the treatment of syphilis. 





Clinical Auricular Flutter. 


In the Annals of Clinical Medicine for 
July, 1924, Wepp states that the accepted 
treatment of flutter has been the adminis- 
tration of digitalis until fibrillation super- 
vened; then, following the withdrawal of 
that drug, the rhythm frequently became 
normal. Quinidine has been tried in flutter 
with varying success. Gallavardin reports 
restoration of normal rhythm in two cases 
in which digitalis therapy had been inef- 
fective. Wolferth had recently advocated 
digitalis therapy as the method of choice, 
with the employment of quinidine if the 
former failed. On theoretical grounds the 
use of quinidine is preferable, for the best 
method of terminating a circus is by raising 
the refractory period of the auricle and 
thus making reéntry impossible. There is 
no assurance that the fibrillation resulting 
from digitalis will spontaneously give way 
to normal rhythm; in three of four cases in 
this series the fibrillation so produced con- 
tinued, and in one of these in which quini- 
dine was subsequently tried it failed to pro- 
duce normal rhythm. In two cases a lower 
rate of auricular beating was obtained by 
a combination of digitalis and quinidine 
than by the latter alone. Moreover, digi- 
talis protects against an excessive rate of 
ventricular beating during the administra- 
tion of quinidine. For these reasons it is 
believed that the procedure already recom- 
mended, namely, digitalis in a quantity un- 
der that which will produce fibrillation, fol- 
lowed by quinidine, offers a rational method 
of treating clinical flutter. It is recognized 
that because of the nature of the mechanism 
a large element of chance enters into any 
attempt to break up a circus movement, and 
no method will be uniformly successful. / 

Orr has reported a case of flutter with 
embolism aceompanying the onset of normal 
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mechanism which he says illustrates one 
well-known aspect of this variety of abnor- 
mal rhythm, “namely, the tendency to the 
occurrence of embolism, especially on the 
resumption of normal rhythm.” That em- 
bolic phenomena may occur from the break- 
ing up of mural thrombi in the fibrillating 
auricle on the return of normal rhythm is 
well established. That this is a well-known 
aspect of flutter may be doubted. Because 
of the occurrence of well coordinated 
auricular systoles in flutter such events 
must seldom happen. The possibility of 
embolism hardly seems sufficiently great to 
necessitate allowing flutter to go untreated. 





The Dick Test in Scarlet Fever. 

The Annals of Clinical Medicine for 
July, 1924, in an editorial on this subject, 
states that no experimental work on scarlet 
fever has so stirred the hopes of the medi- 
cal profession that the problem of scarlet 
fever has finally been solved by medical 
science as the four papers by Dr. and Mrs. 


Dick, to which reference is given, and the 
confirmatory practical work of Zingher in 
a paper entitled “Results Obtained with the 
Dick Test in Normal Individuals and in 
Acute and Convalescent Cases of Scarlet 


Fever.” As is well known the Dicks have 
been working upon scarlet fever in an in- 
tensive manner since 1916. In 1923 they 
succeeded in producing experimental scar- 
let fever with an apparently pure culture 
of a hemolytic streptococcus isolated from 
a case of scarlet fever. The Berkefeld V 
filtrate of this culture did not produce scar- 
let fever in a person who later developed 
the disease on inoculation with the unfil- 
tered culture. In a series of ten inoculation 
experiments two of the volunteers acquired 
scarlet fever. All of the ten volunteers 
were young adults, who had never had 
scarlet fever, and they were all inoculated 
with the same culture. The failure of some 
of the inoculated to develop the disease 
while others developed typical scarlet fever 
is explainable on the grounds of a difference 
in susceptibility and is in full accord with 
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our old experience with this disease clini- 
cally. ; 

Their further work showed that the fil- 
trate of the culture that produced experi- 
mental scarlet fever, when used in the 
proper dilution, gave positive or strongly 
positive skin tests in 41.6 per cent of per- 
sons having no history of scarlet fever. All 
of the convalescent scarlet fever patients 
tested showed negative or only slightly posi- 
tive reactions. The action of the filtrate on 
the skin was inhibited by convalescent scar- 
let fever serum mixed with the filtrate before 
it was injected, or given intramuscularly be- 
fore the test-was made. In two instances 
in which it was possible to observe the test 
before and after an attack of scarlet fever, 
it was positive during the attack and nega- 
tive during convalescence. The investiga- 
tors concluded, therefore, that the skin test 
described bears a specific relation to im- 
munity to scarlet fever. In an editorial 
in the same number of the Journal of the 
American Medical Association (January 26, 
1924) the prophetic hope was expressed 
that the “Dick test’ may assume the same 
importance in scarlet fever as does the 
Schick test in diphtheria. 

In one of their papers (the third) their 
experimental work showed that when per- 
sons having positive skin tests for suscepti- 
bility to scarlet fever are injected with 
suitable quantities of the toxic filtrate they 
may develop a scarlatinal rash with nausea, 
vomiting, rise in temperature, and general 
malaise. These symptoms appear within a 
few hours after the injection and disappear 
within forty-eight hours. Following this 
reaction the skin test is negative or only 
slightly positive. The short interval be- 
tween the injection and the beginning of 
the reaction compares with the incubation 
period of about forty-eight hours in experi- 
mental scarlet fever, and the more rapid 
disappearance of the symptoms indicates 
that the effect is produced by a soluble toxic 
substance rather than by a filtrable virus. 
The resistance ‘to heat at temperatures ordi- 
narily employed to kill bacteria is further 
evidence that we are dealing with a toxin. 











The similarity of the symptoms produced 
by the filtrate to those of scarlet fever and 
the resulting modification of the skin test 
indicate the production of some degree of 
active immunity to scarlet fever. The neu- 
tralization of the toxic substance in the 
filtrate by the blood serum of a person who 
had received injections of the filtrate indi- 
cates that the toxic substance is a true toxin 
capable of forming an antitoxin. 

In their fourth paper the Dicks announce 
that they have succeeded in obtaining a 
scarlet fever antitoxin by immunizing a 
horse with scarlet fever toxin. This anti- 
toxin may be concentrated by the methods 
employed for concentrating the antitoxic 
serums. The therapeutic value of the anti- 
toxin can be determined only when the 
results of its use in a large series of care- 
fully controlled cases are available. 

Zingher gives the result of a study of the 
use of the Dick test in normal individuals 
similar to studies that have been made along 
similar lines with the Schick test, and 
found it very valuable for diagnostic pur- 
poses, as positive reactions obtained during 
the first day or two of a suspicious scarlet- 
fever-like rash and again two weeks or 
more after the fading of the rash will indi- 
cate that the patient did not have scarlet 
fever. He considers the test of great 
value and predicts that, like the Schick test, 
it will have an increasing field of applica- 
tion in the selection of susceptible indi- 
viduals for passive and active immuniza- 
tion. With the discovery of the toxin-pro- 
ducing power of the hemolytic streptococ- 
cus an immense field of productive research 
is thrown open to the investigator in regard 
to the character of the toxins produced 
by various strains of hemolytic streptococci. 

The work of the Dicks may be summed 
up as follows: 

From cultures of a certain strain of 
hemolytic streptococcus, long suspected as 
the cause of scarlet fever, they have suc- 
ceeded in producing experimental scarlet 
fever in the human individual. 

From such cultures they have obtained a 
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soluble toxic substance that produces a well- 
defined local reaction when injected sub- 
cutaneously. This effect may be. neutral- 
ized by mixing the culture filtrate with the 
serum of recovered patients. The reaction 
is positive in persons who have not had 
scarlet fever, and during the early stage of 
scarlet fever, but becomes less pronounced 
as the disease progresses, and is absent 
after recovery, and for a long time after- 
wards. A positive reaction would indicate 
susceptibility ; a negative, an immunity to 
scarlet fever. 

In persons shown to be susceptible to scar- 
let fever by means of the Dick test, injec- 
tions of the soluble toxin produce a definite 
abortive scarlatinal reaction with production 
of immunity. Their work shows that the 
toxic substance is a true toxin capable of 
producing an antitoxin. 

Such an antitoxin has been produced in 
the horse, and is capable of concentration 
in the same way as the antitoxic serums. 

Zingher has already shown the value of 
the Dick test in public health work and 
prophesies for it as useful an application 
as that of the Schick test. 

Much yet remains to be done in the con- 
trol of the above work, especially in so far 
as the therapeutic use of the antitoxin is 
concerned. The results of these investiga+ 
tors are announced, however, in so modest 
and scientific a manner that they carry con- 
viction as to their thorough sincerity. 
When the final controls have been carried 
through and full confirmation obtained, this 
work will be welcomed as one of the epoch- 
making achievements of scientific medicine. 





Some Medical Aphorisms. 


In the West London Medical Journal for 
July, 1924, Taytor states that acute lum- 
bago is quickest relieved by acupuncture. 
Plunge a saddler’s brad-awl into the erector 
spine muscles, and apply a hot fomentation. 
This operation, though painful, is usually 
quickly effective. The cause of lumbago 


requires constitutional treatment. 
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A faint or delayed specific rash, or any 
skin eruption, is often made speedily mani- 
fest by a brisk purgative. This is frequent- 
ly observed in measles and in scarlet fever. 

In children a sustained temperature dur- 
ing convalescence from some specific fever 
often falls to normal after a small dose of 
alcohol has been given. 

There is a mental attitude of distress in 
all patients with anal or rectal disease. 
This should be recognized by every doctor 
wishing to retain the confidence of his pa- 
tient, who will endeavor to obtain relief by 
almost any sacrifice of money. 

Enemata containing any drug with a 
marked odor or taste, such as asafetida or 
turpentine, can be detected by the patient’s 
palate, notwithstanding the perfect action 
of the ileocecal valve. 

For similar reasons, irritating ingesta, 
such as sour fruit, taken into the stomach 
will cause, within a short period, severe 
colic, which is only relieved by the large 
bowel discharging its contents. 

Localized pain in the belly is not by any 
means a safe guide to the site of the lesion. 
Therefore in exploratory laparotomy he al- 
ways asks the surgeon to make his incision 
one that will enable him to command the 
appendix. A patient of his had all the signs 
of volvulus of the descending colon, the 
condition being caused by his lifting a heavy 
box. When the abdomen was opened the 
appendix was found to be diseased and 
had ruptured. 

The passage of a gall-stone down the 
common bile duct is always attended by a 
rigor, even though the patient be under the 
influence of an anodyne. 

Suppurative acne is, in the great majority 
of cases, a disease of young male adults. 
It soon disappears after matrimony. 

The system of a chlorotic woman is cry- 
ing out for maternity, though she knows it 
not. Matrimony and pregnancy are the 
quickest cures. 

Arcus senilis is by no means an indication 
of senility. It may occur early in life, and 
yet the patient may live to good old age. 
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The Modern Treatment for Trigeminal 
Neuralgia Major. 


In the Annals of Clinical Medicine for 
August, 1924, CouGHLIN states that alco- 
hol injection is something to be considered 
as worth while in the early attacks of the 
disease. To be most effective, the alcohol 
should enter the sheath of the division in- 
volved where this division leaves the cra- 
nium. If the needle has fairly struck and 
flooded the nerve there is freedom from 
pain for some time—from three months to 
twelve years in his own practice, average 
about one year or a little longer. After 
each injection it becomes more difficult to 
relieve—perhaps scar tissue about the exit 
of the nerve due to the alcohol is the cause 
of this. 

Deep alcohol injection of the division is 
as a rule done without anesthesia, and it is 
a decidedly painful procedure, also it is 
surely a dangerous procedure. And as for 
alcohol injection of the ganglion itself, done 
blindly as division injection is done, it is a 
method he would not have tried on any one 
dear to him for all the money in the world. 
He unhesitatingly brands it (he has used 
the method and successfully cured a case 
which later lost an eye on account of it) 
as the most dangerous procedure he knows 
of for the treatment of this disease. 

The least dangerous form of treatment, 
and the most successful, is the section of 
the sensory root behind the ganglion under 
local anesthesia. This operation is certain 
to cure, and as for its seriousness, while 
it must not be considered a minor opera- 
tion, properly done it certainly seems like 
one to the average onlooker. 

The patient sits up in an ordinary dental 
chair. Novocaine 0.5 per cent with adren- 
alin gtt. iij to the ounce is injected, and the 
incision is a straight line from the zygoma 
up just in front of the ear for about three 
inches. The temporal fascia is incised; the 
lower edge of the temporal muscle is raised 
up and pushed forward, and with it the 
periosteum: covering the lower part of the 
squama temporalis. A hole is drilled here 
and enlarged downward to the base and 
laterally until it is almost 3 cm. in diameter. 








The dura is pushed up, and one works in 
until he reaches the middle meningeal 
artery. This is either tied or its foramen 
plugged and it is cut. The third division 
is then encountered; the dura covering it 
is incised and pushed up and the ganglion 
comes into view. Working backward and 
upward and inward, the dura propria is 
cut, there is a slight gush of cerebrospinal 
fluid, and the sensory root as it joins the 
ganglien is plainly exposed. The fibers 
where they join the ganglion are then cut 
a few at a time, beginning with those high- 
est up. The motor root can be identified ; 
it passes behind the ganglion and joins the 
third division in the foramen ovale. It is 
not cut, and thus is avoided paralysis of the 
muscles of mastication on that side. Hemo- 
stasis is made complete and the wound is 
closed without drainage. 

If in the future he is ever confronted 
with a patient on whom he has performed 
this operation and in whom the pain has 
returned, in the present state of his knowl- 
edge he will be forced to admit that either 
he operated for something which was not 
tic-douloureux, or else he failed to cut the 
sensory root of the fifth cranial nerve. 





Regional Anesthesia: The Use of 
Procaine, 


In the Journal of the American Medical 
Association of August 9, 1924, BLAnp states 
that he cannot refrain from pointing out 
the danger of injecting procaine solution 
within the lumen of a blood-vessel. Pro- 
caine, when properly used, is practically 
non-toxic, but when injected into the cir- 
culation it becomes extremely toxic and may 
cause sudden and quick death. If just two 
points are remembered, the accident of in- 
jecting procaine into the vascular stream 
will never happen: (1) Whenever possible, 
one should keep the needle in continuous 
motion while injecting. (2) If it is neces- 
sary to inject with the needle in a stationary 
Position, as in the case of an anterior 
splanchnic anesthesia, one should aspirate 
for blood before each syringeful is injected. 
These two points cannot be emphasized too 
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strongly, as it is his opinion that all pro- 
caine deaths are due to the presence of pro- 
caine in the blood stream. He has always 
observed these two points with the utmost 
care, and up to the present time has not 
seen a single case of procaine poisoning, 
in spite of the fact that he has used as much 
as 250 cc of 0.5-per-cent procaine solution 
at a single operation. Thus we see that 
there are established methods of adminis- 
tering local anesthesia with a definitely 
worked out technique. 





The Use of Tryparsamide in Neuro- 
syphilis. 

In the American Journal of the Medical 
Sciences for August, 1924, Lorenz, Loev- 
ENHART, REITz, and Ecx state that as a 
result of their efforts in 185 cases of neuro- 
syphilis treated over a two-year period, 
they conclude that tryparsamide and mer- 
cury salicylate are therapeutically effective 
in early paresis, meningovascular syphilis, 
and, to a less extent, in taboparesis, tabes, 
and in advanced paresis. 

The beneficial clinical results generally 
precede the improvement in the serology. 

Definite paretic psychoses disappear as 
the result of treatment. 

The mental restoration has persisted over 
a two-year period. 

Visual disturbances occurred in 7 per 
cent of the total number treated. 

In tabes and taboparesis, 23 per cent of 
the cases showed visual disturbance. 

Of 13 cases showing amblyopia during 
tryparsamide therapy, all but one cleared 
up after the withdrawal of the drug. Twelve 
of these cases were subsequently treated 
with tryparsamide without further eye 
disturbance. 

In the Ohio State Medical Journal for 
August, 1924, HINDMAN states that tryp- 
arsamide is the most efficient remedy that 
has yet been offered for early paresis and 
other forms of neurosyphilis. 

That in order to obtain effective results 
with tryparsamide or any other remedy, the 
spinal fluid must be examined frequently 
in every syphilitic patient, and that the first 
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lumbar puncture should be made upon the 
least suspicion of mental 
changes. 

Tryparsamide is contraindicated in cases 
in which retinal changes have taken place; 
and the eye must be carefully watched dur- 
ing its use. Recent reports indicate that 
this danger will be eliminated. 

In his opinion, those cases which have 
been treated intensively with other arseni- 
cals do not respond very well to tryparsa- 
mide. Therefore, any patient in the course 
of treatment for other forms than neuro- 
syphilis should be placed upon trypdarsa- 
mide upon the first evidence of nervous 
involvement. 


or nervous 





Contributions to the Pharmacology of 
Extracts of the Posterior Lobe of 
the Pituitary Gland. 


In the Journal of Pharmacology and Ex- 
perimental Therapeutics for August, 1924, 
Kotts and GEILinc state that the circula- 
tory changes following the administration 


of pituitary extracts into the unanesthetized 
dog are briefly: 

Rise of mean pressure, due chiefly to an 
increase in the diastolic pressure indicating 


increased peripheral resistance. The sys- 
tolic level plays a subordinate rdéle in these 
changes. 

Decrease in pulse pressure. 

Marked slowing of the cardiac rate. 

Decrease in minute volume output of the 
heart. The output per beat may remain 
unaltered or may show a lowering. 

‘Cardiac dilatation as seen by the fluoro- 
scope and roentgenograms. 

These changes indicate intense periph- 
eral constriction of arterioles and capil- 
laries, a fact verified by direct observation 
of blood-vessels of the dog’s ear. 

Slowing of the heart occurs after removal 
of vagal influence by the use of large doses 
of atropine sulphate, thus suggesting a 
direct action on the myocardium or a di- 
minished coronary flow. 

Oxygen consumption is markedly reduced 
after pituitary extract is injected into the 
unanesthetized: animal. 
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There is an increase in hemoglobin con- 
tent of the blood for a brief period imme- 
diately after intravenous injection of 
pituitary liquid. 

In the etherized animal there is also an 
increase in the mean pressure, a rise in 
diastolic pressure, diminished pulse pressure 
and cardiac dilatation, but less marked than 
in the case of the unanesthetized dog. 





Neck Pain. 


In the Medical Sentinel for August, 1924, 
HUNTER states that indurative muscular 
myalgia at the back of the neck is a trouble 
to which the physician does not pay suf- 
ficient attention. These painful cases turn 
to the osteopath, whose fame is founded on 
his successful relief in patients that physi- 
cians have counted of small importance. 
They have dull, gnawing, or neuralgic pains, 
sleep poorly, are neurasthenic, hold the 
head stiffly, and areas of tenderness are ex- 
tremely sensitive to the touch. Under mas- 
sage the pain disappears, only to be felt in 
some cases in the shoulder. There may be 
accompanying migratory pains throughout 
the body. One case, called a sciatica, was 
not sciatica at all, but a myalgia of the glu- 
teal muscles. The pain was not located over 
the nerve, but there was to be felt thicken- 
ing over the muscles, nodules about the neck 
muscles and at points in the body. 

He finds the myalgic thickening upon 
close examination with the muscle relaxed, 
and .uses vaselin, going lightly over the 
parts. 

Use gentle massage at first, but perse- 
vere; the tender points where thickening is 
felt may need heat applications or may need 
support. 

The local use of normal saline injections 
over the thickened areas, 5 to 7 cc solution 
of saline with a little novocaine, injected 
every two or three days, is excellent in 
results. 

One-per-cent solution of quinine and urea 
injected into the tender spots, using the P. 
D. & Co. ampoules, is curative in muscles 
that have stiffened under exposure to cold 
and wet, or to drafts of cold air on muscles 
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poorly nourished and weak, as when women 
wash their hair without drying quickly. 
The muscles must be hardened by cold 
sponging, massage, and the use of rough 
towels. They must be toughened up. 





The Treatment of Pneumonia with Sub- 
cutaneous Injections of Pneumo- 
coccus Antibody Solution. 


In the Journal of Pharmacology and Ex- 
perimental Therapeutics for August, 1924, 
Ceci, and BALDWIN conclude that the sub- 
cutaneous administration of pneumococcus 
antibody solution early in the course of 
pneumococcus pneumonia appears to have 
a favorable effect on the death-rate in Type 
I and Type IV cases and to a less extent 
in Type II infections. 

In cases of pneumococcus ‘pneumonia 
treated subcutaneously, after the first forty- 
eight hours of the disease no beneficial effect 
is demonstrable in any type. 





Goitre. 


In the British Medical Journal of August 
2, 1924, McCarrison states that differences 
of opinion exist both in regard to the in- 
testinal antiseptic action of such drugs as 
thymol, benzo-naphthol, salol, and dimol, 
and in regard to their effect in early cases 
of simple goitre. There are, in the first 
place, his own observations in Himalayan 
India, where he had to deal solely with epi- 
demic goitre, that such intestinal antiseptic 
drugs as thymol, beta-naphthol, and salol 
caused the diminution in size or the dis- 
appearance of a proportion of recent cases 
of goitre when regularly administered by 
himself or by his assistants to out-patients 
over periods of several weeks. In his book 
he has given, at page 245, the actual results 
obtained in a sufficient number of such 
cases to justify the conclusion he has drawn 
as to the curative action of these drugs. 

Then there is the evidence provided by 
Messerli of Lausanne, who likewise was 
dealing with endemic goitre. Messerli 
studied the effects on “soft goitres” of 
benzo-naphthol, thymol, salol, and creosote. 
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His observations were controlled by Bren- 
necke of Berne; they were carried out under 
experimental conditions, the patients being 
kept under observation for some time prior 
to the commencement of treatment in order 
to eliminate any possible error due to the 
influence of other factors. As a result of 
his inquiry, he confirmed the observations 
of McCarrison in the Himalayas, and ar- 
rived at the conclusion that “continued dis- 
infection of the intestine determines a grad- 
ual diminution in size of soft goitres.” His 
thesis on this subject was awarded an “hon- 
orable mention” by the Academy of Medi- 
cine, Paris. 

Other Continental observers who, accord- 
ing to Messerli, have satisfied themselves 
of the beneficial action of benzo-naphthol 
in recent cases of endemic goitre are Galli- 
Valerio, Guisan, and Curebod. It seems, 
therefore, that in two of the greatest en- 
demic zones of goitre in the world—the 
Himalayas and the Alps—the curative value 
of intestinal antiseptics has been demon- 
strated. Nor is evidence of their efficacy 
wanting in Great Britain. To go no fur- 
ther than the correspondence columns of 


the British Medical Journal, one finds (May’ 


12, 1923, p. 835) the statement by Harries 
of Cardiff that he gets good results with 
kerol, and now never gives iodine. One 
finds also the statement by Walter (August 
19, 1922, p. 329) that in a district of Som- 
erset “where endemic goitre is very preva- 
lent and the water supply indifferent” he 
finds that “in the majority of early cases 
treatment [by an antiseptic of high germi- 
cidal efficiency and of low relative toxicity] 
extending over a period of from four to 
six weeks causes a complete disappearance 
of the swelling.” 

On the other hand, we have Joll’s expe- 
rience, which has led him to conclude that 
intestinal antiseptic drugs “have no curative 
action whatever” on small recent paren- 
chymatous goitres. Some of his cases not 
only grew noticeably while under this treat- 
ment, but several of them increased suf- 
ficiently in size to produce pressure symp- 
toms calling for’ operative treatment. In 
Himalayan India McCarrison has not met 
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with small recent parenchymatous goitres 
which grow so rapidly within the space of 
twelve months as to produce pressure phe- 
nomena; and it would seem that herein lies 
one of the differences between some of 
Joll’s cases and his own. Joll states, how- 
ever, that a few of his cases “diminished 
slightly in size” while under treatment by 
intestinal antiseptics, “but certainly not 
more than occasionally follows the use of 
such drugs as iodine, arsenic, etc.” In some 
few cases, therefore, Joll has obtained re- 
sults by the use of intestinal antiseptics 
comparable to, although not better than, 
those which “occasionally follow the use 
of iodine.” If his conclusion that intestinal 
antiseptics “have no curative action what- 
ever” be accepted, then it might be inferred 
from the text of his letter that neither has 
iodine—an inference which would be con- 
trary to the clinical experience of years. 

McCarrison does not contend that in the 
treatment of endemic goitre intestinal anti- 
_septics give better results than iodine, 
which, as he has stated at page 107 of his 
book, is the most potent of all known reme- 
dies in the treatment of this disease, but he 
does contend that in his own hands they 
have yielded results in Himalayan patients 
as good as iodine ; they appear to have done 
so also in the hands of Messerli in Lau- 
sanne, of Walter in Somerset, of Harries 
in Cardiff, and of Walton in London. For 
him the fact that they have done so is of 
more etiological than therapeutical interest, 
as is the experience that no matter by what 
means the cure of endemic goitre is brought 
about—whether by iodine, by thyroid ex- 
tract, by intestinal antiseptics, by soured 
milk, or by vaccines—the effect on the 
patient’s metabolism is the same; the evi- 
dences of hypothyroidism which accom- 
pany the goitre diminish or disappear pari 
passu with the diminution in size or dis- 
appearance of the thyroid swelling. 

These considerations lead McCarrison to 
believe that it is not because intestinal anti- 
septics are not so efficient in their action in 
European patients as in Himalayan patients 
that Joll has failed to obtain results com- 
parable to his—for neither are they com- 
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parable to those of the other observers he 
has mentioned whose patients were Euro- 
pean—but that it is more likely to be due 
to the fact that more than one type of thy- 
roid swelling is included under the generic 
term of “simple goitre.” He does not re- 
gard, and has never regarded, intestinal 
antiseptics as a panacea for goitre; even in 
regard to thymol in endemic goitre he states 
in his book that “the beneficial results of 
the drug are often very striking”; and, 
again, in his recent. British Medical Asso- 
ciation Lecture on “Goitre” (British Med- 
ical Journal, June 7, 1924), he said that 
“intestinal antiseptics cause the disappear- 
ance of a proportion of cases of recent 
goitre.” 





Treatment of the Nasal (Sphenopala- 
tine-Meckel’s) Ganglion in 
Hay-fever. 


In the Journal of the Missouri State 
Medical Association for August, 1924, 
Payne states that some years ago the pos- 
sibility of controlling hay-fever by this 
method occurred to him, hay-fever being a 
member of the same family of hyperesthetic 
rhinitides, but manifest in the superlative 
degree. Not until the summer of 1922 did 
he have the opportunity to institute the 
ganglion block in this type of case. Three 
cases were injected during the hay-fever 
attack ; the treatment was successful in two 
cases for that season, and the symptoms did 
not reappear the following season. The 
third case was lost sight of and no informa- 
tion has been obtainable. 

During the hay-fever season of 1923 he 
succeeded in making alcoholic injections 
into the nasal ganglion of forty-three hay- 
fever cases with such satisfactory results 
as to give a most optimistic view of the 
treatment. These cases were not all tested 
for the specific pollen, but were injected 
irrespective of the type of the disease, which 
varies from early spring until fall. The 
isolation of the specific pollen is often like 
the proverbial grain of wheat in the bushel 
of chaff, not worth the search, as pollen 
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antigen has fallen far short of our expec- 
tations. Clawes states that in a series of 
100 cases 25 to 30 per cent show allevia- 
tion, 30 to 40 per cent marked improve- 
ment, the rest unimproved. Other ob- 
servers working on this theory are not pro- 
ducing as high a percentage of cures. 

The forty-three cases were all treated 
during the attack. The results vary from 
an amelioration, such as to cause the indi- 
vidual to suffer but little discomfort, to 
complete relief. In three cases only was 
there complete failure to produce any relief 
whatsoever. 

To date only one case has been injected 
before the hay-fever attack, but it is his 
belief that the cases could be treated more 
satisfactorily if the injection were made 
before the onset of the syndrome for the 
following reasons: 

It would facilitate the injection, as with 
the swollen, water-logged nasal membrane 
it is more difficult to inject the ganglion 
satisfactorily. When the attack is once on 
there is an explosion of controlling forces, 
the equilibrium is upset, there is a nearly 
complete loss of vasomotor constriction, and 
the tissues of the nose are actually drowned 
in their own secretions. 

On general principles, it would seem 
more rational to inhibit a potential irrita- 
bility before the onset of the functional dis- 
order, acting on the principle that it may 
be easier to prevent than restore. The fail- 
ures following this technique may be ex- 
plainable on this ground, yet it is more 
probably an error in execution. 

The reaction to the injection is greater 
when the tissues are possibly devitalized 
and the normal protective forces are low- 
ered. In a large percentage of cases the 
reaction was severe. Within a few hours 
the nasal secretion changed from a serous 
to a mucopurulent discharge and all symp- 
toms were accentuated. They gradually 
subsided, however, and on the third or 
fourth day the patients were free of 
symptoms. 

In his conclusions he states that two 
cases injected in 1922 were completely re- 
lieved and had no-return of the disease the 
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following season. Forty of the forty-three 
cases injected during the past season were 
completely relieved. 

A sphenoidal sinus lesion, by virtue of its 
close proximity to the fifth and vidian 
nerves which course its lateral wall, may 
produce a symptom-complex simulating 
hay-fever. The attack may be precipitated 
not only by the various pollens but by any 
finely powdered particles, such as flour, 
dust, etc., and should not be confounded 
with true hay-fever. In this type of case 
the nerves are affected central to the gang- 
lion, the injection of which does not pro- 
duce the desired results, hence the impor- 
tance of careful postnasal examination. 
The sphenoidal region particularly should 
be studied in those cases in which ganglion 
injection fails. 

These results are most encouraging, and 
even though the relief should prove to be 
only temporary—that is, for the season— 
it is still a great boon to the sufferer. 





A Method of Relieving Pain in 
Sciatica. 

The Practitioner for August, 1924, states 
that Jacquerod gives an interesting account 
of his discovery of an instantaneous method 
of relieving an attack of pain in sciatica. 
About ten years ago, he says, he used to 
suffer from sciatica; one day, while he was 
performing his military service, he was on 
horseback, and suddenly had an intense at- 
tack of pain in the sciatic nerve. Instinc- 
tively he made some movements in the sad- 
dle in order to attempt to relieve the pain, 
which suddenly disappeared as if by magic. 
This experience he repeated on a subse-_ 
quent occasion. Recently he has again suf- 
fered from sciatica, and he has tried to 
analyze the movements which he made on 
horseback, and has reproduced them in bed, 
successfully relieving the pain: 

(1) Lie flat on a hard mattress; (2) 
straighten the affected leg, applying the sole 
of the foot to the end of the bed; (3) turn 
the foot and, at the same time, the whole 
of the leg up to the hip-joint, in the direc- 
tion of supination, while forcing the heel 
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hard against the end of the bed; (4) twist 
the upper part of the body in the opposite 
direction, at the same time straightening out 
the trunk and raising the shoulders as much 
as possible. This maneuver consists, there- 
fore, of a combination of two movements, 
or, rather, of two groups of movements, in 
opposite directions. On the one hand a 
turning movement of the whole leg, up to 
the hip, in one direction, and a turning 
movement of the trunk in the opposite 
direction ; and, on the other hand, an effort 
of straightening the leg in one direction 
combined with an effort to straighten out 
the trunk in the opposite direction. Jac- 
querod states that the relief experienced is 
sometimes so sudden that it may be com- 
pared with reduction of a dislocation of 
the shoulder according to Kocher’s method. 





The Control of the Motility of the Hu- 
man Stomach by Drugs and 
Other Means. 

In the Journal of Pharmacology and Ex- 
perimental Therapeutics for August, 1924, 
Dickson and Whitson state that gastric 
peristalsis can be inhibited wholly or in part 
by violent exercise, by raising the CO, con- 
tent of inspired air, and by very large doses 
of NaHCO,. 

It is markedly increased by forced breath- 
ing and to a less extent by very large doses 

“of NH,Cl. 

Evidence: is presented by analysis of the 
alveolar air to show that changes in the 
tension of CO, in the arterial blood may be 
responsible for the inhibition or augmen- 
tation of the contractions in the above cases. 

Gastric inhibition always follows exces- 
sive smoking, and sometimes the subcutane- 
ous injection of epinephrin. Augmentation 
always occurs after the administration of 
coffee, whisky, and strychnine in ordinary 
amounts, and after very large doses of 
MgO. 

Insulin very markedly increases gastric 
peristalsis. 

The pharmacological action of therapeu- 
tic doses of the so-called alkalies remains 
obscure. 
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Treatment of Seasickness. 


In La Presse Médicale we find a note 
upon thé treatment of this condition which 
possesses some points of interest, the article 
being by BoNNETTE, who suggests, amongst 
other things, that the following prescription 
may be used: 

Stovaine, gr. xv; 

Menthol, gr. vij; 

Atropine sulphate, gr. 1/6; 
Morphine sulphate, gr. iv; 
Chloroform, q. s., oz. j. 


Three to five drops in very ‘cold soda 
water every hour until relief is obtained, 
er one drop of spirit of glonoin twice or 
thrice a day with some caffeine to avoid 
headache. At times larger doses of atropine 
may be advantageous to relax the pylorus. 

Bonnette quotes Ré of Bangkok, Siam, as 
having found chloretone by far the most 
useful remedy if given in doses of 8 grains 
three times a day, or in smaller doses fre- 
quently repeated. 

The same article also states that Naamé 
has found adrenalin given hypodermically 
to be very useful, although Sergent finds 
that its efficiency is increased if atropine is 
given at the same time. 





Icterus Gravis of the New-born. 


In the American Journal of Diseases of 
Children for August, 1924, KLEMPERER 
states that his observations have led him to 
the conclusion that, in one group of fatal 
cases of jaundice jn the new-born, the ic- 
terus has been due to a destructive process 
of the liver; in another group, however, it 
has to be considered as a prolonged icterus 
neonatorum of anhepatocellular origin. 
These conclusions warrant certain sugges- 
tions to the pediatrician. The early differ- 
entiation in cases of jaundice between the 
serious type of hepatic jaundice and the 
milder form of icterus neonatorum is of 
importance. It can be accomplished by the 
examination of the blood serum for bili- 
rubin with the Van der Bergh test. In 
cases of icterus of hepatic origin, a rational 
therapy should be tried to protect the liver 
against further destruction by sustaining 
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its glycogen reserve. The beneficial results 
of glucose transfusion in mushroom poison- 
ing and in toxemia of pregnancy, which 
aim toward the same point, suggest the 
same therapy in cases of severe jaundice in 
the new-born. 





Therapeutics of Ox Gall. 


The Practitioner for August, 1924, quotes 
the Journal des Praticiens as follows: 
Dried ox bile is employed medicinally 
chiefly in two circumstances: (1) To excite 
the secretion of bile in catarrhal jaundice 
_and in acute or chronic hepatitis; (2) to 
increase the contractions of the intestine in 
chronic constipation and thus tend to pre- 
vent intestinal paralysis. The following 
formula is recommended: 
Dried ox gall, 0.10 g. (gr. ij). 
Ft. pil. Two to 4 pills to be taken in the 
evening after dinner or at bedtime. 
Or with the ox gall euonymin may be 
associated, thus: _ 
Dried ox gall, 0.10 g. (gr. ij); 
Euonymin, 0.05 g. (gr. j); 
Extract of belladonna, 0.01 g. (gr. 1/5). 
Ft. pil. One or 2 pills to be taken at bed- 
time. 
Or the following formula may be used: 


Purified ox bile, 0.05 g. (gr. j); 

Podophyllin, 0.01 g. (gr. 1/5); 

Extract of hyoscyamus, 0.01 g. (gr. 1/5). 
Ft. pil. One pill to be taken at bedtime. 


Ox gall may also be prescribed in cachets, 
but these have the disadvantage of not 
keeping for long. In a cachet ox gall may 
be given along with salicylate of soda and 
benzoate of soda, so as to have at the same 
time a cholagogue and a mildly antiseptic 
action : 

Dried ox gall, 0.20 g. (gr. iv); 
Salicylate of soda, 0.10 g. (gr. ij); ° 
Benzoate of soda, 0.20 g. (gr. iv). 


Ft. cachet. One cachet to be taken after 
each meal. 


Ox gall may be given in an enema as a 
preventive of constipation, allowing the 


enema to be of small volume. Two to four 
teaspoonfuls of the fluid extract of ox gall 
is used in an enema of 300 grammes (3x). 


X-ray Diagnosis. 

In the Illinois Medical Journal for Au- 
gust, 1924, TrosTLER states that for the 
past fifteen years he has been repeating to 
the medical profession that we, as physi- 
cians, must recognize that much more than 
a knowledge of how to throw the switches 
on #-ray apparatus, or to develop a plate 
or film, is necessary in the diagnosis and 
treatment of disease by means of the 
x-rays. “X-ray technique is not as simple 
as some of the manufacturers of the appa- 
ratus try to Jead us to believe in their ad- 
vertisements, but requires an extensive and 
painstaking course of training. -In diag- 
nosis and therapy as much preparation is 
necessary as in any of the medical special- 
ties, and more than in some of them. Aside 
from the danger incurred by the patient 
from errors in the handling of the appa- 
ratus, there is a great chance for error in 
the diagnosis made by technicians, and they 
make diagnoses and even appear in court 
and pose as experts. 

In these days when suits for malpractice 
are so frequently brought, physicians must 
realize that for their own protection they 
should only refer their work to amply com- 
petent ethical physicians, whether it be 
pathological, surgical, dermatological, or 
radiological. If we will do this we will not 
only surround ourselves with all the pos- 
sible safeguards and protection against 
error, but will receive ethical treatment and 
our patients will be less liable to have mal- 
practice proceedings brought against us. 

Radiologists in order to be able to render 
this service in a strictly ethical and satis- 
factory manner must be graduates in med- 
icine, as a knowledge of anatomy, physiol- 
ogy, and other branches of medicine is abso- 
lutely essential to the correct making and 
interpretation of Roentgen findings. The 
ability to make a good film is a less neces- 
sary qualification and may be done by tech- 
nicians, but even this should be directed and 
supervised by a physician well informed in 
radiology. He repeats, technicians may 
make good roentgenograms, but should not 
under any condition be permitted to make 
diagnoses. He asks in all seriousness 
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whether we would accept the diagnosis of 
a technician if the patient in the case were 
our mother, wife, or daughter? Would we 
permit a technician to prescribe a drug for 
our mother, wife, or daughter? Would we 
permit that same technician to prescribe 
and administer x-ray treatment to that 
same mother, wife, or daughter? Think it 
over, take it-home, apply it to ourselves or 
our own family, and we will surely come 
to the conclusion that x-ray diagnosis and 
therapy should be in the hands of physicians 
only. 





The Treatment of Epilepsy with 
Dialacetin. 


In the Lancet of August 16, 1924, Hatt 
states that the drug on which the following 
reports are based is known as dialacetin, 
and is stated to be a combination of dial 
(well known as a most useful hypnotic) 
with allyl-paracetamino-phenol, the latter 
element in the combination having analgesic 
and antipyretic properties. Cushny, in his 
text-book on “Pharmacology and Thera- 
peutics,” awards dialacetin a high place in 
the treatment of epilepsy, stating, inter alia, 
that it is preferable to luminal. Each tablet 
contains one and a half grains of the for- 
mer and four grains of the latter constitu- 
ent. It is well to commence with a small 
dose—say half a tablet twice daily—and to 
increase this slowly until the maximum dose 
has been ascertained. The tablets disinte- 
grate readily in water and their taste is by 
no means unpleasant. The only other cau- 
tion to be issued is that if one desires to 
avert an increase in the number or intensity 
of the fits the use of any drug which may 
have been given before must not be stopped, 
but the.dose lessened gradually and small 
doses of dialacetin given in addition. The 
dosage of dialacetin is then gradually in- 
creased and that of the other preparation 
reduced until in about three to five days 
dialacetin may be given alone in such doses 
as are found to be needed. 

The greatest success with this prepara- 
tion is comparable with that attained by 
most other antiepileptic remedies—that is, 
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in cases in which the seizures occur in cycles 
or bouts with a fairly long interval between 
each series of attacks. Here it is fairly 
safe to anticipate satisfactory results. The 
caution mentioned earlier to study the psy- 
chical state of the patient and to increase 
the dose slightly when a cycle is imminent 
well repays attention. Only one case has 
complained of a feeling of drowsiness after 
the use of this drug. In all other cases a 
pleasant psychical change was noted, the 
patient appearing more cheery and optimis- 
tic, in complete contrast to bromide cases. 
The drug is well tolerated even when taken 
over a long period. There have been no 
cases of skin eruption during its use. Sleep 
is almost always refreshing, and even those 
patients who are subject to nightmare state 
that their sleep is undisturbed. 

One would indeed be foolish to claim 
that dialacetin would cure epilepsy; the 
drug which will accomplish this has yet to 
be found. But Hall’s experience has been 
that under its use major attacks have been 
both reduced in violence and frequency, and 
though it is perhaps early to speak of a 
lessened mental deterioration in such cases, 
he is fairly confident that this will be an- 
other result. Prima facie, one is justified 
in anticipating this. The only class of case 
where the remedy named has been a little 
disappointing was where transient loss of 
consciousness was the chief or only mani- 
festation; and his experience has always 
been. that treatment of any kind is not help- 
ful in these. His observations are based on 
the records of 52 cases, and in his opinion 
justify a much more extended trial of this 
remedy. 

He has used dialacetin, though not in a 
great number of cases, in nervous manifes- 
tations in young children. Two of such 
cases are of interest. In the first, a boy, 
aged two years, with a history of “convul- 
sions” in infancy, there used to be definite 
convulsions every time he cried. He was 
a spoilt child, and when he got worked up 
to the crying point he used to hold his 
breath, become purple in the face, and then 
pass into a state of unconsciousness with 
some twitchings. These attacks were very 








alarming and left him very weak. Several 
sedative preparations, coupled with “sug- 
gestive” treatment, were tried without much 
effect, but with dialacetin the success was 
complete and he has had no recurrence for 
about six weeks. The second case was very 
similar except that the child was three 
years old and only cried herself into a fit 
when she was thwarted or hurt. She also 
gradually got bluer and bluer in the face 
and then became unconscious, frequently 
losing control of the bladder during the 
seizure. The case occurred shortly after 
that described above, and he did not try 
anything but dialacetin, which proved suc- 
cessful almost at once. The pathology of 
this condition is inexplicable, but most phy- 
sicians will have met with such cases at one 
time or another. s 

He intends to try this preparation in other 
spasmodic nerve affections of children such 
as laryngismus stridulus and tetany, where 
he thinks it should prove of great value. 





Some Therapeutic Problems of 
Old Age. 

In the Virginia Medical Monthly for 
August, 1924, Boccs states that of general 
hygienic measures, exercise is most impor- 
tant, though much neglected in the aged. 
The majority of the heart cases, whether 
functional or organic, can take some grad- 
uated exercise with benefit, except where 
motor disturbances prevent, or during the 
stage of decompensation. Of all exercise, 
walking is the best and easiest regulated 
to meet the needs of the individual. The 
walk may be taken on a porch or out of 
doors when the weather permits, indoors 
when the day is inclement. In less favored 
cases massage and passive motion, supple- 
mented by drives, must be substituted. 
Warm baths with skin friction afterwards 
promote vascular tone and impart a sense 
of well-being. 

Drug therapy for the senile heart must 
be on the same lines as for younger per- 
sons, but in general with lower dosage. 
The irritable hearts are benefited by mild 
eliminants, and those agents which raise 
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the threshold of stimulation. Of these, 
potassium iodide, in doses of five to ten 
grains after meals, will always hold a se- 
cure place. Bromides too, in small amounts, 
will often control tachycardia of the simple 
type, while in more stubborn cases quinine, 
in two- or three-grain doses three times 
daily, may prove efficacious. Some of the 
reflex attacks associated with gastric dis- 
tention and eructations may be corrected 
by carefully graduated administration of 
belladonna or kyoscyamus before meals. 

For the weak muscle, digitalis is the 
drug of preference, and, properly given, 
will do all that may be done to restore the 
tone of the heart and relieve vascular 
stasis. In his experience, after treating 
the decompensated by thorough digitaliza- 
tion, it is desirable in many of the senile 
myocardial insufficiencies to administer, in- 
definitely, a small amount of the drug as 
a daily tonic. For the latter purpose he has 
found nothing quite so satisfactory as the 
granules of digitaline Nativelle, one-quar- 
ter milligramme (1/250 grain) twice daily. 
This is a French preparation of pure digi- 
toxin, much more constant and powerful 
than the digitaline of our Pharmacopeeia. 
In paroxysmal tachycardia and auricular 
fibrillation occurring in the aged, it is pos- 
sible to get good results from the new qui- 
nidine therapy in a fair proportion of 
cases, when the trouble is not of too long 
standing. Codeine and morphine may be 
required at the first stage of treatment in 
decompensation, but should be used spar- 
ingly and dropped promptly. They should 
never be given to the functional cases at all. 

A word of warning in regard to purga- 
tion in water-logged senile heart cases. 
The purges so admirable in their effect on 
the stronger patients with edema are very 
ill borne by the old, on account of the ex- 
haustion they cause. It is far better to de- 
pend on fluid restriction and mild laxatives 
than to have your patient die from over- 
exertion on the commode. 

A few observations are made on the 
kidney function in old persons. A trace of 
albumin and a few hyaline casts, as pointed 
out long ‘ago by Osler, are of no special 
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significance in persons over fifty. The de- 
moralization and worry caused by telling 
such patients, otherwise in good average 
condition, that they have Bright’s disease 
is a reproach to our profession. We must 
not confuse the qualitative change in the 
‘urine with the ability of the kidney to per- 
form its daily work with a comfortable 
margin of safety. If we find that the total 
output of urine is in reasonable proportion 
to the intake of fluid, and that the kidneys 
retain power to concentrate the solids fairly 
well, especially if there be no severe fixation 
of the specific gravity in the individual 
specimens taken through twenty-four hours, 
we may regard the presence of albumin 
and casts alone as of secondary moment. 
On the other hand, the continued or fre- 
quent presence of red blood cells, or of 
pus cells, not derived from the bladder or 
urethra, must awaken our interest in de- 
termining just what they may signify as 
to more serious disease of the kidneys. 

In the aged severe uremic manifesta- 
tions may be preceded for a long time by 
milder evidences of retention of waste mat- 
ter, which, if heeded, will often give the 
opportunity for correction by prompt 
measures. Unusual somnolence or drowsi- 
ness, with or without twitching, or extreme 
irritability, should not be passed over until 
we are sure that there is no evidence of 
renal insufficiency. Saline purges; diuretin 
or theocin, or hypodermic administration of 
sodio-caffeine benzoate in good doses at 
this prodromal stage, will often clear the 
system at once, while more resistant cases 
passing toward coma should have intra- 
venous glucose if other methods fail. He 
has not found Basham’s mixture, infusion 
digitalis or citrate of potash efficient in the 
old, and venesection, which may save the 
vigorous uremic in middle life, is almost 
surely fatal to the senile. Chronic renal 
insufficiency, with edema or nitrogen reten- 
tion, will require dietary handling similar 
to, though not so strict as, that employed 
for younger adults. The cerebral irrita- 
tion and other symptoms in interstitial or 
glomerular nephritis may often be much 
relieved by restricting table salt. 
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Up to the present time no form of glan- 
dular therapy recommended for the treat- 
ment of renal diseases has any basis in 
fact, notwithstanding the literature dis- 
tributed by those interested in selling such 
products. 

He emphasizes what has gone before, 
that the old are somewhat like the very 
young, fragile, fanciful, and easily fright- 
ened, and that our success in caring for 
their ailments will be measured not alone 
by our medical knowledge, but by our tact, 
candor, and patience. 





Iodine in Goitre. 

Northwest Medicine for August, 1924, in 
an editorial on this subject states that the 
enthusiasm of the medical profession in ac- 
cepting a new procedure in therapy is com- 
mendable in the highest degree, but two 
sources of error may be discerned in the 
adoption of iodine therapy in goitre. One 
may be attributed to overenthusiasm, lead- 
ing to its use when not indicated, and the 
other to inaccurate knowledge, also leading 
to misapplication. When Marine and Kim- 
ball published their work on the use of io- 
dine in the prophylaxis of goitre among 
schoolchildren in Akron, Ohio, they merely 
reopened a question of many years’ stand- 
ing. “Iodine in goitre” had been known 
for many years. It was used in the form 
of ashes of seaweed nearly a thousand years 
ago. Since then it has been used as a lo- 
tion to be applied to the gland locally in the 
form of a weak tincture. In the latter form 
its value was probably based upon absorp- 
tion through the skin or possibly by inhala- 
tion of the fumes. Whatever may have 
been its path of absorption in that method, 
its therapeutic results depended upon sup- 
plying a deficiency in the economy. 

It remained for Plummer to show us the 
exact indications for the administration of 
iodine, namely, in exophthalmic goitre, espe- 
cially if there be a gastrointestinal or men- 
tal crisis. Its use as a universal prophylac- 
tic by iodinizing the drinking-water of an 
entire population is based upon unscientific 
thought. First, it is questionable whether it 





can be added in sufficient quantities to be 
of prophylactic value and at the same time 
be economically sound; second, it does not 
take into consideration the harm it may do 
in two directions: (a) it may in a large 
population activate or render toxic many 
cases of adenoma until then innocent; (b) 
it does not take into consideration the possi- 
ble gastroenterologic phenomena that might 
be induced in a population being daily dosed 
with iodine, however small the amount may 
be. It is quite a different matter to give an 
entire population iodine every day and to 
give school children a small dose once a 
week or for ten days twice a year. 
Another overenthusiastic application oc- 
curs in giving it to patients with all forms 
‘of toxic goitre. Plummer has distinctly 
warned against its use in toxic adenoma as 
being harmful; a repetition of this warn- 
ing is here sounded. Plummer has treated 
nearly a thousand cases of exophthalmic 
goitre by his “ten drops of Lugol’s solu- 
tion,’ and has found that “two-thirds will 
be greatly, one-fourth slightly, and one- 
twentieth not demonstrably benefited.”” The 
use of Lugol’s solution refers to the’ liquor 
iodi compositus of the Phamacopeeia, 5-per- 
cent and 10-per-cent potassium iodide, and 
not-to the 1-per-cent laboratory reagent. 
Dose is ten drops daily, well diluted in 
moderately severe cases, and during the 


crisis three or four times daily for a few 
days. 





The Effects of Castela Nicholsoni in 

the Treatment of Chronic Amebic 

Dysentery. e 

In the United States Naval Medical 
Bulletin for August, 1924, Frencu and 
SELLARDS emphasize the necessity of using 
potent extracts of Castela nicholsoni, ad- 
ministering practically the maximum tol- 
erated dosage. No consistent results can 
be expected from the use of weak extracts 
of entirely unknown strength. According 
to the prevailing instructions, a weak 
aqueous decoction or infusion of the plant 
should be given in liberal amounts. This 
method represents only the initial step in 
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the difficult process of the development of 
a new drug. In practice, it probably means 
that dosages far below the tolerated-amount 
have been employed as indicated by some 
of the unfavorable results which have been 
reported. 

They appreciate clearly the need of some 
reliable method for determining the efficacy 
of preparations of castela. This is par- 
ticularly difficult, considering that the active 
principle has not been definitely determined, 
though it is very probably a glucoside. In 
the absence of a more satisfactory proce- 
dure, they have continued a method which 
they have previously employed of estimat- 
ing the fatal dose of a given preparation 
for laboratory animals. 

With regard to the method of preparing 
castela, the twigs and finer branches of 
the plant are ground to a fine powder. One 
kilo of this powder is extracted by boiling 
for several hours with chemically pure 
methyl alcohol. In the absence of commer- 
cial equipment for complete and economic 
extraction, they have used simply a return 
condenser. This alcoholic extraction takes 
out the greater portion of the bitter prin- 
ciple, the gums and the resins, and the 
chlorophyll, leaving behind the starchy 
matter. The alcohol is now completely 
evaporated at low temperature and an 
abundant dark tarry residue remains. This 
residue is extracted with small portions of 
water, using a total of 100 cubic centi- 
meters. This procedure gets rid of the mass 
of gums, resins, and chlorophyll. The ex- 
tract is of a clear brown color, intensely 
bitter and intensely toxic. 

Such an extract of the stock of castela 
which they are using will, on subcutaneous 
injection, kill ordinary guinea-pigs (300 g.) 
in a day in dosages of about 0.3 cc. Esti- 
mations have always been made on the 
basis of the body weight. The different 
lots of the extract have run almost uni- 
formly at 1 cc per kilo of body weight. 
This extract is also acutely fatal on sub- 
cutaneous injection in rabbits and on oral 
administration in kittens in approximately 
the same amounts that kill guinea-pigs, cor- 
rections being made, of course, for the 
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difference in body weight. Kittens receiv- 
ing fatal doses by mouth develop an acute 
diarrhea. 

With preparations of this strength, they 
have used 3 cc as a dosage for adults as 
a routine in the cases recorded in their 
paper; a maximum dosage of 5 cc was 
employed for one or two exceptionally 
large and heavy men. On the basis of a 
body weight of 60 kilos, this quantity of 
3 cc represents 0.05 cc per kilo of body 
weight or 0.05 of the dosage per kilo, which 
is acutely fatal for guinea-pigs. In a gen- 
eral way, this amount of 3 cc was given 
once daily for approximately two weeks. 
It was diluted well in a glass of water and 
given with the evening meal. On account 
of its intensely bitter taste, food should 
be immediately available. It is stimulating 
to the appetite and appealed very distinctly 
to the imagination of the patients. 

They have not yet determined the max- 
imum dosage which can be used thera- 
peutically with safety, nor the total length 
of time which treatment can be continued 
without danger. 

This more or less empirical mode of 
preparation and treatment gave better re- 
sults than were obtained with dilute aque- 
ous extracts or tinctures. Their own work 
has shown that the purified bitter principle 
of the drug is very difficultly soluble in water 
(1:5000), and it is quite possible that the 
impurities of the crude extract may be of 
some advantage in keeping the active prin- 
ciple in solution. 

Sixteen cases of long-standing amebic 
dysentery were treated during an exacer- 
bation with a preparation of Castela nich- 
olsoni. The therapeutic results varied 
widely. In about one-third of the cases 
the immediate results were almost spectac- 
ular, the symptoms and amebe disappear- 
ing in two or three days; in another third 
of this group the same improvement 
occurred but much less promptly; in the 
remaining third the results were poor. 
More precisely, the amebe disappeared in 
eleven of the sixteen cases, but on an aver- 
age of about one week after treatment was 
discontinued cysts were found in the stools. 
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They have emphasized the importance 
of using potent preparations of castela. 
They have not, however, determined either 
the maximum tolerated dosage of this drug 
nor the total period of time for which it 
can be used continuously. In one case 
effective therapeutic doses were continued 
for nineteen consecutive days. 

In contrast to emetine and’ its deriv- 
atives, preparations of castela can be ad- 
ministered easily and pleasantly by mouth. 
It is an excellent stimulant to the appetite, 
and patients tend to gain rather than lose 
weight while under treatment. 

In their opinion, castela, when properly 
used, is equally or slightly more effective 
than emetine in amebic dysentery. More- 
over, it can be employed without risk at- 
tendant in the use of maximal doses of 
emetine. Neither drug has proved adequate 
in chronic amebiasis, though castela merits 
much more investigation. 

In conclusion the authors state that it 
is hardly necessary to point out that these 
cases emphasize very strongly the urgency 
of treating amebic infections very early 
and intensively. In their opinion the re- 
fractory behavior of long-standing infec- 
tions is probably due, in a large measure, 
to the extensive and deep-seated nature of 
the amebic lesions rather than primarily 
to the existence of a drug-resistant strain 
of amebe. 





A Procedure for Clearing up Diph- 

theria Carriers. 

In the United States Naval Medical Bul- 
letin for August, 1924, LoncaBAuGH states 
that so far as he knows the observations 
herein made are original with himself and 
are passed along in the hope that other med- 
ical officers, both in the navy and civil life, 
may have an opportunity to try this proce- 
dure and report upon their success with it. 
The original observation occurred while he 
was on duty at the United States submarine 
base, San Pedro, California, where in clear- 
ing up a small epidemic of diphtheria in one 
of the schools attached to that base, they got 
hold of one carrier who failed to respond 
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to any and all of the known methods for 
handling these cases. While under observa- 
tion he developed acute appendicitis, and it 
became necessary to operate upon him. 
Following the ether anesthesia, they were 
never ‘able to get a positive culture from his 
nose and throat. 

Upon his arrival at the San Pedro hospi- 
tal for duty, there was carried into the sick 
officers’ quarters an officer patient who was 
a diphtheria carrier. The writer related 
his experience to Lieutenant Commander 
Mears, and this officer then began with 
ether inhalations upon his patient. Inhala- 
tions were given every morning for a period 
of approximately five minutes with an open 
method, sufficient ether only being given to 
produce marked drowsiness. Following 
the fourth inhalation his nose and throat 
became negative. After a period of rest, 
pseudodiphtheria organisms were found in 
the nose and throat, and these in turn dis- 
appeared following four other inhalations, 
and his throat remained negative. Since 
that time three enlisted men in the con- 
tagious wards persistently carried diphtheria 
organisms after an attack of diphtheria, and 
in every instance their throats and noses 
became negative after five mornings of in- 
halations and remained negative. 

The writer realizes that five incidental 
cases do not definitely establish anything, 
but the importance of clearing up carriers 
of various sorts in the naval service is of 
sufficient moment that he feels that he 
should report the procedure in order that its 
merits or demerits may be determined. 





The Treatment of Nephritis and Edema 
with Calcium. 

In the Journal of the American Medical 
Association of August 30, 1924, Keiru, 
BarRIER and WHELAN state that Haldane 
and his coworkers, in studies of the acidosis 
of calcium chloride origin, noted the diure- 
sis, the fall in the alveolar carbon dioxide, 
the increased excretion of sodium, ammo- 
nium, and the total acids of the urine, with 
a reduction in its hydrogen-ion concentra- 
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tion. Calcium chloride is an acid salt, and 
when taken by mouth the calcium passes 
through the bowel as calcium carbonate, 
and the chlorine is absorbed as hydrochloric 
acid, producing acidosis. These observers 
offer the theoretical explanation that the 
diuresis is due to the acidity, whereby the 
blood and tissue proteins are brought near 
the iso-electric point, releasing cations held 
in Donnan equilibrium, diminishing osmotic 
pressure, and causing loss of water. On 
this basis they predicted a similar diuretic 
action for ammonium chloride as the am- 
monia is converted to urea, liberating the 
chlorine as hydrochloric acid. They are 
now treating a case of marked nephritic 
edema with ammonium chloride. The diu- 
resis and loss of weight have been very 
satisfactory, and the blood and urinary find- 
ings of acidosis are quite similar to those in 
the cases in which calcium was used. The 
carbon dioxide combining power of the 
plasma has dropped to 25 per cent and the 
hydrogen-ion concentration of the urine has 
tallen from 7.2 to 5.0. 

The action of calcium and ammonium 
chloride as diuretics, in cases of nephritis 
with edema, may be due in part to a change 
in the acid-base equilibrium of the body, 
causing the tissues to liberate water for ex- 
cretion by the kidney, or causing a change 
in the damaged kidney so as to permit the 
excretion of water and salts. That acidosis 
is not the only cause for starting diuresis is 
indicated by the presence of acidosis with 
oliguria for a considerable period in one 


_ case in their series, and in certain cases of 


war nephritis reported by Keith and Thom- 
son. The antagonistic action of the indi- 
vidual cations and a possible specific dehy- 
dration effect must receive due considera- 
tion. 

It is evident that, in the edema of nephri- 
tis, the administration of such salts as cal- 
cium chloride and ammonium chloride leads 
to a separation of the cation and the anion 
within the organism. With the ingestion of 
either, sodium may be discharged from the 
body in large amounts. 

In two cases of nephritis with edema, 
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calcium chloride caused diuresis and loss of 
edema. A study of inorganic ions during 
the diuresis shows a positive balance: of 
calcium and a negative balance of chlorine 
and sodium. When calcium chloride is in- 
gested, calcium is eliminated by the bowel, 
and chlorine by the kidney. In certain 
cases, sodium is discharged in large amounts 
and water is made available for elimina- 
tion, and is excreted. 





A Clinical Study of Lactic Acid Milk 
as a Routine Feeding for Sick and 
Healthy Infants. 


In the Archives of Pediatrics for August, 
1924, Friexp states that the most important 
reasons why lactic acid milk is better suited 
to the needs of infants than is sweet milk, 
assuming artificial feeding to be necessary, 
are as follows: 

The protein in acid milk is precipitated 
as a fine flocculent curd and remains so 
in the stomach until the process of digestion 
has broken it down. The boiling of raw 
milk partially accomplishes the same thing, 
but also partially destroys the vitamins. 

An extremely important factor to his 
mind in selecting a food for young infants 
is its “buffer” or, as Marriott says, its acid- 
binding qualities. Lactic acid milk is sim- 
ilar in this respect to breast milk, the pH. 
of the gastric contents at the height of 
digestion of a group of infants fed on 
whole lactic acid milk having been found 
to be 3.71, while the average hydrogen-ion 
concentration of the stomach contents of 
the same group fed on breast milk was 
3.75, which is probably about the optimum 
concentration for gastric digestion in in- 
fants under one year. Marriott and David- 
son have also shown that the actual con- 
centration of hydrogen ions in the gastric 
contents of a group of sick infants aver- 
aged only one-tenth as much as that of 
normal infants receiving the same food, 
namely, breast milk; therefore it seems 
rational to avoid sweet milk in feeding 
sick infants, for thereby we diminish gas- 
tric acidity. The acid of the gastric con- 
tents when present in sufficient amounts 
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permits peptic digestion of protein, influ- 
ences gastric mobility, and has a very def- 
inite antiseptic action. Furthermore, the 
acidity of the gastric contents is known 
to regulate in some measure the pyloric 
reflex, and acid in the gastrointestinal tract 
stimulates the flow of pancreatic juice, bile, 
and intestinal secretions, and results in dis- 
tinctly better absorption of all food ele- 
ments. 

A third reason why lactic acid milk is 
better than sweet milk for feeding infants 
is that it is practically sterile even under 
the most adverse conditions, or rather un- 
der the most favorable conditions for bac- 
terial growth, other than the presence of 
lactic acid. For example, he added a por- 
tion of a stool to several ounces of raw 
milk which he had acidified with lactic 
acid in the same proportion as is used for 
making the formulas, and obtained a sterile 
culture from it after it had stood at room 
temperature over night. Others have inoc- 
ulated such milk with pure cultures of colon 
and dysentery bacilli and have found no 
growth at the end of twenty-four hours. 

Furthermore, in lactic acid milk there is 
a maximum of food value with a minimum 
of bulk, which in many cases is of distinct 
advantage. Czerny has even gone so far 
as to incriminate excess of water in the 
diet as the main predisposing factor to 
pyelitis in infants. Holt and Fales have 
made the statement that “when cow’s milk 
is substituted for woman’s milk experience 
has shown that the protein intake must be 
considerably increased—doubled or even 
trebled.” In lactic acid milk we have this 
increased protein as well as a fat approx- 
imating in percentage, and apparently in 
digestibility, that of breast milk. 

The preparation of the formula is as 
follows: To one quart of cool raw certi- 
fied milk add slowly, drop by drop, 120 
minims of lactic acid (U. S. P.), stirring 
constantly. Then add two ounces of blue 
label karo corn syrup, mixed with an equal 
quantity of water. 

The majority of infants to whom he has 
fed this milk have taken 5 or 6 feedings 
in twenty-four hours with intervals of four 
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hours between the feedings. With the ex- 
ception of two infants, they have been 
under one year of age. In the hospital, all 
to whom the attempt has been made'to feed 
it have taken it, whereas among the dis- 
pensary patients and those in private prac- 
tice an appreciable number of infants have 
refused it entirely and have been changed, 
with or without his advice, to another for- 
mula. The older the infant the greater the 
difficulty encountered as a rule in getting 
him to take the lactic acid milk, as is the 
case with protein milk. However, where 
the patients are under his immediate super- 
vision, persistence and a short starvation 
period usually win out. 

Written directions are given to the 
mothers as well as verbal instructions as 
to how to prepare the milk, and they are 
warned not to heat the milk directly over 
the flame but to warm the bottle by stand- 
ing it in hot water, to enlarge the holes 


in the nipples, and to shake before using,. 


as the curds settle to the bottom. In the 
dispensary, acid is obtainable practically at 
cost, 30 cents for four ounces, which 
amount lasts for approximately two weeks. 

Up to the present he has seen no ill 
effects from feeding lactic acid milk rou- 
tinely to sick and well babies; on the con- 
trary, he has found it, clinically, to have 
definite advantages over the usual sweet 
milk mixture. He has modified it some- 
what at times by varying the amounts of 
karo and by removing part or all of the 
cream, and in one or two instances by add- 
ing a small amount of water. 


The Treatment of Exophthalmic Goitre. 

In the Boston Medical and Surgical Jour- 
nal of August 14, 1924, Hotmes, MEawns, 
Porter, RicHArpson and Starr state that 
it may be well to summarize their conclu- 
sions because during the last year the intro- 
duction of a new therapeutic agent (or, 
more exactly, the reintroduction of an old 
one) by Plummer has thrown an entirely 
new light on the whole problem. 

First of all it may be reasonably con- 
cluded from the data presented in outline 
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that hemithyroidectomy is an incomplete 
operation. It partially, but not wholly, re- 
lieves the disease. In patients seen three 
to four years following this operation and 
apparently well, it is to be inferred that 
the element of time and spontaneous re- 
covery has contributed a portion of the 
total result. 

That subtotal thyroidectomy brings about 


‘a rapid restoration to an essentially normal 


state. : 

The benefit of sx-ray is less certain. 
That is, if it is to occur at all, it should be 
apparent within four months. 

As they stand, other things being equal, 
these conclusions would seem to leave no 
case for any treatment except subtotal thy- 
roidectomy. The certainty of this process 
is in marked contrast to the uncertainty of 
irradiation. Other things, however, are by 
no means equal; in the first place, there is 
a risk of death from operation distinctly 
greater than the risk of death from the 
disease in patients treated by +-ray alone. 
Secondly, operations were often done in 
several stages, thereby occupying three or 
four months time. Since there was a chance 
that #-ray might effect a cure, it is believed 
conservative in the majority of cases to 
start that first, and if restoration to nor- 
mal has not occurred in four months to 
advise operation. In such cases as seem 
to require a series of operations, x-ray is 
sometimes started along with the surgical 
programme with the idea that the total sur- 
gery necessary would either be less or safer 
to the patient; in other words, to use +-ray 
when it did not effect a cure as an adjuvant 
to surgery or as a preparation for operation. 

A year ago Plummer reintroduced the 
use of iodine, which had fallen into dis- 
repute, in the treatment of exophthalmic 
goitre. His theoretical reasons for using 
it are not entirely convincing, but his claims 
as to its effect have been readily confirmed. 
Iodine given in the form of Lugol’s solu- 
tion (liquor iodi compositus, U.S. P.) 
fifteen drops per day has produced rapid 
fall in metabolic rate and toxic symptoms 
in more than eighty per cent of their series 
treated with iodine this year; in fifty per 
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cent this remission has reached a normal 
basal metabolic rate in eleven days; in 
from ten to twenty per cent, perhaps’ be- 
cause of complications such as pregnancy 
and cardiac failure, the iodine has not de- 
creased the effects of the disease but it has 
not made them worse. When most success- 
ful, as in fifty per cent of their series, 
Lugol’s solution will cause a drop in basal 
metabolism and pulse and improvement in 
symptoms which is as rapid and as great 
as that following subtotal thyroidectomy. 
This is very astounding, but nevertheless 
true. 

Further studies with Lugol’s solution 
have shown that omission of the drug is 
followed by a rapid return to the previous 
toxic level, and that indefinite continuation 
of it is often followed by a slow return 
of hyperthyroidism. It is therefore a pal- 
liative, not a curative, agent. The intro- 
duction of iodine, however, has brought 
about two important changes in our general 
programme of management of exophthal- 
mic goitre. In the first place, as a prep- 
aration for operation it accomplishes what 
we formerly sought to accomplish with 
x-ray, that is, reduction in intoxication be- 
fore surgery is begun, only it does it more 
certainly and more quickly. Secondly, it 
reduces the toxic reaction which follows 
operations in patients with exophthalmic 
goitre. The lessening of this reaction and 
the absence of nervous tension are striking 
in the patients who have taken Lugol’s 
solution. Operation is safer, and the oper- 
ative programme can be carried out in one 
stage more frequently than before. How- 
ever, the principles of preliminary graded 
operation should be abandoned with care. 

If operation can be reduced in most in- 
stances to one stage, and if the operative 
risk is greatly lessened, the chief arguments 
against surgical treatment are removed. 
Their conclusion at present, therefore, is 
that iodinization, followed by subtotal thy- 
toidectomy while the metabolism is normal, 
is the best programme for the treatment of 
exophthalmic goitre that has yet been ad- 
vanced. X-ray will still have its place in 
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patients in whom, for any reason, operation 
is undesirable, or who refuse operation. 
When employed it should be as in the past. 
They have not found that iodine contrib- 
utes anything to the success of irradiation. 
With regard to irradiation, it should be 
noted that the methods of application are 
still in somewhat experimental stages. 
Some of the failures in the past may well 
be due to insufficient dosage; this fact 
should be kept in mind when comparing 
end results. It is likely that with improved 
technique the results by irradiation will be- 
come less uncertain. 

In closing they think it may be well to 
repeat that iodine is essentially a prepara- 
tion for operation, not a curative agent. 
It should only be given when surgery is 
to be performed immediately after. The 
time of operation should be selected with 
care. If advantage is not taken of the 
iodine remission, a golden moment may 
be lost. It may not be possible to get such 
a remission a second time, or at least not 
until after a long period without iodine. 





The Treatment of Marasmus in Infants. 


In the Lancet of August 23, 1924, Par- 
SONS states that the basal metabolism of 
the infant has been found to fall outside 
the limits of the normal when the child has 
lost one-fifth of its body weight. A child 
therefore can be considered as marasmic if 
its weight is less than four-fifths of the 
expected weight for its age. Marasmus 
may be primary, a-“vice of nutrition” only; 
or secondary to some other disease. The 
patient may have recovered from the orig- 
inal disease; if not, then treatment must be 
directed to it as well as to the marasmus. 
Disorders of digestion are not infrequent, 
but many cases run their course without 
any digestive disturbance. In the treatment 
of marasmus breast-milk should be given 
whenever available, even if partial breast- 
feeding only is possible. In the absence of 
breast-feeding the best results are obtained 
by using modifications of cows’ milk. Hav- 
ing started feeding with such a mixture, it 
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is important to continue with this form of 
food for a considerable time, for freqeuent 
changes in the kind and composition of the 
food lead but to disappointment or disaster. 
Not infrequently the regularization of the 
time of feeding and strict attention to de- 
tail will produce improvement in an atrophic 
child who has previously not improved on 
a diet with which no fault could reasonably 
be found. Marasmic children are very sus- 
ceptible to cold, and many have a subnormal 
temperature; the supplying of artificial 
warmth is therefore very important. 

The marasmic baby should be given more 
food than a normal baby of the same weight. 
It should be the rule to feed by the expected 
weight for its age rather than by actual 
weight, or if the caloric system is used, to 
give the child about 70 calories per pound 
per diem. The total calories of a milk mix- 
ture can easily be calculated if it be remem- 
bered that one ounce of milk (4 per cent 
fat) has a caloric value of 20, and one ounce 
of sugar a caloric value of 120. When 


treatment is first instituted many babies will 


not take this amount of food, but after a 
time they will usually do so, and many will 
take even larger amounts. It is advisable 
to use one of the less fermentable sugars 
because of the tendency toward carbohy- 
drate indigestion. Therefore, dextrimaltose 
(Mead’s preparation is a useful one) should 
be used in preference to lactose or cane- 
sugar. The caloric value of a feed may be 
increased by the addition of carbohydrate in 
this form, which, in the absence of diarrhea, 
is well absorbed. The amount used can be 
5 to 10 per cent. Additional cream may be 
used to bring up the caloric value of the 
food, but is unnecesary because the amount 
of cream in an ordinary good milk is suffi- 
cient for the needs of the child. The maras- 
mic child is able to digest that amount of 
fat as well as the normal child. The marked 
cases of fat indigestion described by Ger- 
man writers are rare in this country. If 
a dried milk be prefered to fresh milk, a 
half-cream variety should be used, since 
the fat absorption is better than with the 
full-cream variety. 

Marasmus may be complicated by diges- 
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tive disturbances, and although many of the 
varieties are not quite sharply defined, 
mixed forms occurring in many instances, 
and even one form supervening on another, 
yet they can be roughly classified thus: (1) 
Fat indigestion; (2) carbohydrate indiges- 
tion; (3) protein indigestion; (4) pyloro- 
spasm; and (5) diarrhea and vomiting. 
Fat indigestion occurs chiefly under two 
conditions—(a) if diarrhea develops; (b) 
if high fat content dried milks are used. In 
the latter group the fat indigestion is recog- 
nized by the passage of large pale soap 
stools. Unless the soap stool is a bulky one 
fat indigestion does not occur. The form 
of fat indigestion described by German 
writers may be included in this group. In 
the cases showing diarrhea, particularly if 
this is severe and of sudden onset, a pre- 
liminary period of starvation, during which 
the child is given water, tea, or albumin 
water freely, and lasting six to twelve hours, 
is advisable. In many cases, however, the 
child is too feeble to submit to this form 
of treatment. If the child is dehydrated, 
normal saline should be given by rectum or 
subcutaneously. The dietary should be a 
low fat one, and the carbohydrate given 
should be in the form of dextrimaltose. The 
low fat dietary can be obtained by giving 
skimmed milk in place of whole milk. The 
milk should be machine-skimmed, or one 
of the dried skimmed milks may be used. 
Horlick’s malted milk, diluted 1 in 8, gives 
a mixture which is very useful in the 
treatment of diarrhea, and containing a low 
fat percentage. Sweetened condensed milk 
in the same or greater dilutions also proves 
useful in some cases, for it also has a low 
fat and a high carbohydrate content; its 
use, however, is limited because in many 
cases the sugar increases the tendency to 
diarrhea. One other form of feeding is 
sometimes useful as a temporary measure— 
i.e., the giving of protein milk. This method 
of feeding is described under carbohydrate 
indigestion. The low fat mixture can be 
continued for a considerable period, but an 
attempt should be made to increase the 
amount of fat as soon as possible, because 
of the danger of vitamin A starvation and 
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of abnormal calcium metabolism. The 
treatment of the second group of indiges- 
tion consists either in substituting for the 
dried milk a half-cream variety of the same 
brand or an ordinary milk mixture. It is 
rarely necessary to give the very low fat 
mixture described in the first group. 

Carbohydrate indigestion is the most fre- 
quent form of indigestion. The stools are 
acid, loose, and green, and may show mucus 
and soap curds; vomiting and colic are fre- 
quent, and the child develops sore buttocks ; 
diarrhea is very liable to occur. These cases 
arise most frequently on artificial foods, or 
where lactose or cane-sugar is used as the 
sweetening agent. Most of these children 
improve when a normal milk mixture, 
sweetened with dextrimaltose, is used, but 
it may be necessary to omit all added sugar 
before the symptoms clear up completely. 
If diarrhea occurs the methods outlined 
under fat indigestion should be used. It 
is in this form of diarrhea (fermentative 
diarrhea) that the best results are obtained 
from protein milk, and this form of feeding 
will frequently clear up cases that have re- 
sisted all other forms of treatment. Protein 
milk may be easily prepared by the addition 
of calcium caseinate, sold under the name 
of “Casec” by Mead Johnson & Company. 
For children over three months of age 20 
grs. of this powder can be added to every 
ounce of milk. This method of feeding is, 
however, a temporary expedient, since many 
children after improving and gaining weight 
fail to show satisfactory progress and may 
even develop protein indigestion. 


4 





Sphenopalatine Ganglion Neuralgia. 

In the New Orleans Medical and Sur- 
gical Journal for September, 1924, GaupDET 
states that the treatment instituted when 
the patient is first seen is the application 
of a solution of 20-per-cent cocaine to the 
region of the ganglion on the affected side, 
making from three to five applications, 
after which a 10-per-cent solution of silver 
nitrate is applied. 

If the pain repeats itself, the patient re- 
turns, and the same treatment is applied. 
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If that does not give long enough intervals 
of relief, he then injects the ganglion 
through the sphenopalatine foramen, going 
in through the mouth opposite the second 
molar, about 5 mm. toward the median 
line of the hard palate, using a long enough 
needle to penetrate about 35 mm. He first 
of all uses a small quantity of 1-per-cent 
procaine solution to inject ahead of the 
needle as it penetrates, then removes the 
syringe, leaving the needle in position, and 
then injects from 5 to 10 minims of 5-per- 
cent phenol in alcohol. 

With the previous injection of procaine, 
the pain and burning is very much dim- 
inished, though there is some stinging and 
numbness following, even persisting to the 
next day. 

Of course, it must not be forgotten that 
proper attention must be given to the gen- 
eral condition of the patient, proper elim- 
ination, rest, diet, etc. 

He usually stops all forms of opiates 
after the treatment as the patient is so 
much more comfortable that there is no 
further use for pain-relieving remedies, - 
except in some very few cases. 





The. Effect of Iodine in Exophthalmic 
Goitre. 


In the Archives of Internal Medicine 
for September, 1924, Starr, Watcort, SE- 
GALL and MEavs state that iodine by mouth 
will produce abrupt remission in most cases 
of exophthalmic goitre. 

The remission is often as rapid and as 
extensive as that following subtotal thy- 
roidectomy. 

It is believed that iodine is the causal 
agent of this remission. 

Iodine alone as now used has not been 
shown to be sufficient to suppress the dis- 
ease permanently. 

After a patient with exophthalmic goitre 
has been taking iodine, a rapid rise of met- 
abolic rate and increase of toxic symptoms 
will occur within one or two weeks if the 
iodine is stopped. 

In some cases of exophthalmic goitre, 
iodine has no observable effect. 
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Studies on the Complex Nitritoid Crisis 

After the Intravenous Administra- 

tion of Arsenicals. 

In the Archives of Dermatology and 
Syphilology for September, 1924, Rosen, 
Mutter, and Myers state that every intra- 
venous injection of arsphenamine is fol- 
lowed by a slight decrease of leucocytes in 
the peripheral vessels of the entire body. 
It is known that this decrease is influenced 
by stimulation of the autonomic nervous 
system and its parasympathetic part. Thus 
every injection of arsphenamine has a 
direct influence on the autonomic nervous 
system. It is, however, not certain whether 
the therapeutic effect is dependent on or in 
any way influenced by this phenomenon. 
The angioneurotic symptoms sometimes 
observed after injections of arsphenamine 
become objectively manifest by a marked 
decrease of leucocytes, confirms the well- 
known ‘clinical observation that previous 
injections of adrenalin will prevent or 
diminish the angioneurotic syndrome. It 
is further proof that these reactions fol- 
lowing every injection of arsphenamine are 
due to a disturbance of the autonomic ner- 
vous system, which may be demonstrated 
by measurable changes in the blood. It has 
not yet been definitely determined whether 
the hypersensitiveness of the autonomic 
nervous system described above is due to 
a constitutional factor or whether it is to 
be regarded as a result of the detrimental 
effect of the syphilitic infection on the 
autonomic nervous system, 





Effects of Daily Exercise on the Pulse 
and Arterial Pressure. 


Scott, in the Military Surgeon for Sep- 
tember, 1924, states that the neuro-circu- 
latory changes produced by physical train- 
ing are: a decrease in standing pulse, a 


lower diastolic pressure, an increase in 
pulse pressure, a smaller difference in the 
reclining to standing pulse, and an increase 
in standing systolic over the reclining sys- 
tolic. In a group of men undergoing the 
same physical training the most efficient 
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systolic pressure will be attained in some 
men ‘by a decrease and in others by an 
increase. Physical efficiency is largely 
brought about by an increase in the tone 
of the splanchnic vasomotor mechanism. 





The Place of Artificial Insemination in 
the Treatment of Sterility. 


In the Boston Medical and Surgical 
Journal of Séptember 11, 1924, MEAKER 
states that by many of those using artificial 
insemination the details of technique have 
been worked out with an elaboration which 
appears to him largely unnecessary. The 
only essential thing is that normal and un- 
damaged spermatozoa be introduced into 
the female genital tract above the point 
where difficulties or dangers stand in their 
way. 

If artificial methods are used to over- 
come a mechanical obstacle and the endo- 
cervix is normal, then an injection into the 
cervix is satisfactory. If, on the other 
hand, there are present cervical conditions 
hostile to spermatozoa, it becomes neces- 
sary to inseminate directly into the uterine 
cavity. The only reason for not using the 
latter method as routine in all cases is that 
the alkaline secretions of the cervix may 
possibly have an actively beneficial effect 
on spermatozoa. Of this he is not con- 
vinced, though some writers lay great stress 
upon the point. 

It is usually most satisfactory to carry 
out the procedure at the patient’s home, 
if for no other reason, then because in that 
way fresh seminal material is available. 
The time of choice is immediately after the 
termination of the menstrual period. 

With the patient in the dorsal gyneco- 
logic position, the cervix is exposed with 
a bivalve speculum, and is wiped dry. It 
may be steadied if necessary by a tenacu- 
lum. If an intrauterine injection is con- 
templated, it should have been ascertained 
at a previous examination that the os inter- 
num can be easily passed by the cannula 
that is to be used. 

The syringe, which should be graduated 
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in minims, is equipped with a fine cannula 
long enough to pass, if necessary, well 
above the os internum. Both syringe and 
cannula are warmed, by immersion in 
water, to body temperature. While this is 
done the tip of the cannula is guarded by 
a cork in order to keep water out of the 
instrument. 

The seinen is drawn up from the con- 
dom into the syringe, and the cannula is 
inserted into the cervical canal or uterine 
cavity. Not more than two drops should 
be injected, as larger amounts are unnec- 
essary, and are likely to evoke uterine colic. 
No special after-treatment is required. 

The procedure must be repeated at 
monthly intervals a great many times be- 
fore it fairly can be considered a failure 
in a given case. When one considers that 
two perfectly normal people may have 
coitus two or three times weekly for months 
before pregnancy occurs, it is obvious that 
on the law of chances considerable per- 
severance with artificial methods may be 
necessary. It is just as well in most cases 
to explain this to patients at the beginning. 
The important thing is to be sure that the 
case is properly chosen, as otherwise any 
amount of perseverance is merely wasted 
effort. 





The Human Dying Heart. 

In the American Journal of the Medical 
Sciences for September, 1924, Kann and 
GOLDSTEIN report seven electrocardiogra- 
phic studies of the dying heart. Three of 
the cases died from heart disease and the 
other cases from other illnesses. One of 
the three presented auricular fibrillation 
during life. 

In all the cases, the first and main effect 
was failure of the sinus control of the heart 
action with assumption of control by the 
auriculoventricular node. This is without 
doubt the most significant phenomenon in 
terminal heart activity. It is also in cor- 


respondence with the significant findings 
under experimental conditions. 

The cessation of the normal auricular 
contraction stimulus seems to be the critical 
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phenomenon in the process of death. Be- 
fore this happens, the sinus node shows 
irritability and depression in various se- 
quences and degrees, and it is probable that 
if the disturbance could be controlled before 
cessation of sinus function, recovery of the 
heart might occur. After this happens it 
is known experimentally that the heart will 
not recover although reoxygenated. 

The simultaneous control by two centers 
of the heart’s rhythm is definitely a sign of 
poor prognosis. It signifies sufficient de- 
pression of the sinus control to permit the 
auriculoventricular node to dominate the 
rhythm. 

From a functional standpoint, it is obvi- 
ous that this must lead to serious impair- 
ment of the circulation. Simultaneous 
auricular and ventricular contractions will 
frequently take place. Inadequate filling of 
the ventricles is the inevitable result when 
auricular contractions occur without any 
relation to the ventricular beats. No possi- 
ble functional adaptation can take place 
between the upper and lower chambers. 

Although ventricular extrasystoles are a 
common occurrence in the dying heart 
under experimental conditions, they were 
encountered in only two of the cases which 
they report. In one of the cases they ex- 
isted long before death, and in the other 
case they occurred suddenly from various 
points in the ventricular muscle just at the 
time vagus effects were most notable, sug- 
gesting vagus influence as the cause. 

Of course, a functional defect in conduc- 
tion throughout the ventricle is apparent in 
most instances; it is due either to dromo- 
tropic influence through the vagus depress- 
ing conduction, or to nutritional disturb- 
ances of the conducting mechanism. 

Ventricular fibrillation occurred in two 
cases. In one instance it was only momen- 
tary and in the other more prolonged. In 
both this was followed by a very short 
period of recovery of rhythmic ventricular 
action, but without any regularity. The 
ventricles stopped beating before the auri- 
cles in three cases. In the other three, au- 
ricular action ceased first. It is usual in the 
human dying heart that the electrocardio- 
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gram will continue to show evidence of 
activity without there being any visible or 
audible evidence of ventricular systole. 

Asa result of this study the authors desire 
to call attentidn to the greater importance 
of the earlier phenomena in the auricles as 
compared with those which occur later in 
the ventricles, when the conditions are be- 
yond recovery. * We say this in view of the 
findings in a large number of other cases 
to be reported, in which the early. criteria 
were used in a study of their prognostic 
significance. 

The emphasis upon the earlier disturb- 
ances of auricular action is important, 
since intracardiac injections of adrenalin 
and other stimulants may be of life-saving 
value, and since it has not yet been ascer- 
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tained in what period in the process of 
death of the heart their value may prove 
greatest. 

In correlating their findings with those of 
the two or three previous clinical studies on ° 
this subject, they feel that one is justified 
in considering change in height, direction 
and contour of the S-T period and the T 
wave as the only change encountered in 
every case, but this is more or less a very 
late phenomenon. 

In one of their cases, the QRS wave 
underwent -almost no alteration. The 
changes that did affect the QRS wave in 
some instances are explained on the basis of 
intraventricular conduction defect. The 
changes taking place in the T wave have 
thus far eluded positive interpretation. 





Surgical and Genito-Urinary Therapeutics 


Treatment of Syphilis. 


THORNLEY (Medical Times, July, 1924) 
reporting on the service of the United States 
Public Health Hospital, No. 70, states that 
his observations are based on 6251 injec- 
tions of arsphenamine administered to 1095 


patients. There have been no deaths nor 
any serious complications due to treatment. 
There were, however, some 25 nitrotoid 
reactions. The patients were all sailors, 
hence of a rugged constitution. Clinically 
the results were entirely satisfactory. 

Thornley believes that successful treat- 
ment of a case of syphilis should be based 
on keeping the patient saturated with arsenic 
and mercury as far as can be done. He 
regards casual or intermittent treatment as 
worse than useless. Most of the cases of 
relapsing syphilides occurred in those who 
had been inadequately treated. Attention 
is called to the fact that urethral chancre is 
much more common than is generally be- 
lieved. 

The diagnosis having been established the 
patient is at once given an injection into the 
buttock of approximately one grain of sali- 


cylate of mercury. This always precedes 
the arsenic. A 10-per-cent suspension of 
mercury salicylate in almond oil is used, 
and the dose of this suspension is 0.5 cc. 
The point of preference for this mercurial 
injection is situated midway on a line join- 
ing the top of the internatal fold and the’ 
anterior superior spine of the ilium on 
either side. Surrounding this point is an 
area about the size of a silver half-dollar 
within which the injection may be given 
with safety. A 2-cc syringe is preferred. 
The needle should be three inches long over 
all, and about 18 gauge. The injection is 
usually given standing with the patient rest- 
ing his hands upon a table. The wire should 
not be removed from the needle until the 
last minute. The needle without the syringe 
attached, held at right angles to the surface, 
with a steady motion, ig plunged into the 
skin and enters the muscles. To be sure 
that the point is in the muscle, it may be 
made to touch the bone, withdrawn about 
a quarter of an inch, and then left in place. 
The patient is asked if he feels any pain. 
Ordinarily there is none, except in neurotic 
cases. If he complains of sharp and shoot- 
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ing pain a terminal nerve has been wounded ; 
the needle must be withdrawn and rein- 
serted about a quarter of an inch to one 
side. 

The syringe should now be filled. If 
there is any bleeding through the needle, it 
must be withdrawn and reinserted in the 
same manner as when there is pain. There 
being no blood and no pain the syringe and 
needle are connected and the injection is 
given gently and slowly. Without detach- 
ing the syringe, the needle is withdrawn 
with a quick movement and gentle deep 
massage is employed for a few moments. 

Given in this way, subsequent pain and 
discomfort will be reduced to a minimum 
and the dangers will be entirely avoided. 
In spite of every care, however, some of 
the patients will complain of discomfort the 
following day, but most of them will ap- 
parently not be affected at all. 

After the first injection of mercury the 
patient is instructed verbally and in writing 
as follows: 

“Report for further treatment on Mon- 
day, Wednesday and Friday evening at 7 
o’clock. On Monday and Friday morning 
take a dose of salts, eat usual meal at twelve 
o’clock, and nothing afterwards until the 
following morning. Drink all the water you 
wish. On Wednesday eat your regular 
meals.” 

The first injection of arsphenamine is 
given on the Monday or Friday following 
the initial injection of mercury. There- 
after the patient receives arsphenamine 
twice a week and mercury once a week for 
four weeks. 

Nothing is more important than the prep- 
aration of the arsphenamine solution. No 
care, no patience, no accuracy is too great. 
Without the constant exercise of such qual- 
ities no operator can hope to have to his 
credit a long serigs of injections without 
fatal or serious reactions. 

Various preparations of arsphenamine are 
on the market. The instructions of the 
manufacturer should always be rigorously 
followed. 

All glagsware and rubber tubing are thor- 
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oughly boiled. The surgeon who does the 
mixing wears a sterile gown, sterile gloves, 
and works at a sterile table. Each piece of 
apparatus is taken by him from the steril- 
izer tray, rinsed out with sterile distilled 
water and placed upon the table. The ars- 
phenamine tubes, the labels previously re- 
moved by soaking in cold water, are placed 
in a sterile tray and covered with alcohol. 
The covering of the tubes with alcohol 
serves two purposes. It sterilizes the sur- 
faces of the tubes on which heat cannot be 
safely used. It also acts as an indicator for 
smali invisible fissures, through which it 
would quickly pass, moistening the contents 
of the tube and giving unmistakable evi- 
dences of a crack. Any tube that shows 
any crack or evidence of one should be re- 
jected without an instant’s hesitation. 

As to the apparatus required, there 
should be a glass-stoppered container of at 
least 120-cc capacity; a glass funnel and 
burette with a metal stand for these; two 
500-cc Erlenmeyer flasks; and one or more 
gravity flasks regularly used for arsphena- 
mine injections. There should also be suf- 
ficient good rubber tubing, metal connec- 
tions for joining the tube to the needle, 
metal clips for the tubing, a three-cornered 
file, sodium hydroxide solution, alcohol, and 
a number of Fordyce needles. 

The best tubing for the purpose is of pure 
black rubber, one-quarter inch external 
diameter. This, when new, should always 
be boiled for an hour in moderately strong 
bicarbonate of soda solution and then in 
clear water. If this is not done we are 
liable to have what is known as “tube re- 
action” for the first few injections. The 
length of the tubing should be no longer 
than the extreme spread of the operator’s 
arms, rather a little less. 

The patient lies at full length upon the 
table, coat and vest off and one sleeve rolled 
up, the arm resting upon a small table at 
the side covered with a sterile towel. A 
length of rubber tubing used as a tourni- 
quet is applied about four inches above the 
elbow and the site of injection painted with 
tincture of iodine, which may be wiped off 
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with alcohol or a sterile sponge in order to 
obtain a better view. 

One of the veins at the elbow is usually 
chosen. If the vein be given a good, sharp 
direct blow with the middle finger released 
by the thumb, in most patients, but espe- 
cially in the negro, such a blow is promptly 
followed by a swelling of the vein which 
may double its original size. By this pro- 
cedure a vein that would otherwise be im- 
possible may become easy to puncture. 
There is a decided advantage in puncturing 
the wall of the vein on a slant, for the re- 
sulting wound forms a sort of valve which 
prevents the escape into the tissue of blood 
or arsphenamine, both during and after the 
injection. As soon as the needle enters 
the vein blood flows from the open end. 
The point should now be introduced about 
a quarter of an inch further into the lumen 
of the vessel. If this is not done, part of 
the bevel of the point may be in the vein 
and part outside, particularly if the punc- 
ture has not been made on a slant. It is 
for this reason that a. short bevel for the 
needle is usually recommended. 

The author works with about a three- 
foot fall and takes about one minute and 
three-quarters to inject 60 cc and two min- 
utes and a quarter for 80 cc. This is quite 
fast enough. 

If the smallest amount of arsphenamine 
solution is left in containers and rubber tub- 
ing for any length of time, reactions are 
sure to follow when this apparatus is used 
for subsequent injections. 

After the arsphenamine course is com- 
pleted, the patients are given six weeks 
of mercurial inunctions which they can 
take at sea. As soon as possible after this 
is completed, they are urged to have a 
Wassermann test taken. 

The initial dose is 0.25 gms. in every 
case ; thereafter the patient receives 0.4 gm. 
on Monday and 0.3 on Friday. On Wed- 
nesday evening each patient receives ap- 
proximately 1 grain of mercury salicylate 
intramuscularly. Thus he receives 2.75 
gms. of arsphenamine and 4’ grains of mer- 
cury in four weeks. 
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Clinical Observations on Cranial 
Fractures. 


WATHEN (International Journal of Medi- 
cine and Surgery, June, 1924) in the course 
of a paper on this subject observes that if 
called to see a patient with cranial fracture, 
in the country where competent help is un- 
available, the best plan is to adopt the non- 
interfering method of management. The 
brain should be surgically approached with 
extreme caution, because hemorrhage is 
difficult to control and infection readily pro- 
duced. In nine cases out of ten nature 
unaided will secure better results than the 
average physician. Whether surgery is de- 
manded in the interest of the patient can 
be determined by a few hours’ delay, and 
when operation becomes necessary it should 
be performed in a well-equipped hospital 
where competent surgeons and trained 
nurses are available. - Unless experienced 
help can be obtained it is better to pursue 
the expectant plan of management. In un- 
complicated cases of this character recovery 
is the rule under the non-interfering 
method. Some doctors in the country will 
insist upon incising the scalp and attempt- 
ing elevation of the depressed bone, and it 
is true that the depressed bone may be suc- 
cessfully elevated and hemorrhage satisfac- 
torily controlled, but in so doing infection 
is likely to be introduced with ultimate fatal 
result. 

The statement will bear reiteration that 
there are two sections of the human body 
which should be surgically approached with 
extreme care, viz., the joints and the cranial 
interior. If the injury is so serious that 
the pupils do not react to light, the patient 
may be expected to die. Wait twelve hours 
at least, because 56 per cent of patients 
with basal fracture perish within that 
period. If the patient shows signs of im- 
provement in the meantime, operation will 
likely be unnecessary. Patients who can be 
cured by operation can be treated several 
days afterward just as successfully as the 
day they are injured. 
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Resection of the Twelfth Rib as an 
Operation for Total Empyema. 


NaTHAN and OcHsner (Surgery, Gyne- 
cology and Obstetrics, July, 1924) note that 
in spite of the fact that by far the great 
majority of authors agree that a pleural 
empyema should be drained in its most de- 
pendent portion, there is a difference of 
opinion as to where this point lies after 
evacuation of the pus. It is varyingly 
placed from the level of the sixth to that of 
the eleventh rib. 

This lack of uniformity is easily under- 
stood when one considers -the number of 
factors which may affect the position of the 
diaphragm in cases of empyema. Among 
the most important are the amount of the 
exudate, the intra-abdominal pressure, and 
the condition of the diaphragm. While it 
is true that in an exceptional case the 
diaphragm may: ascend to the level of the 
sixth rib and in other cases somewhat lower, 
there is only one point at which a com- 
plete pleural empyema can be drained at 
its most dependent portion. 

In selecting a point at which any cavity 
can be drained best, one should determine 
the most dependent portion of the cavity 
by a fixed wall and not by a movable one. 
In the case of the thorax this most depen- 


dent portion is in the costophrenic angle in 


the region of the twelfth rib. 

The variation in the position of the 
movable wall of the thorax, the diaphragm, 
must be compensated for by some special 
mechanical means. This is fulfilled by the 
following technique: 

Local- anesthesia (%4 per cent novocain- 
adrenalin: % cubic centimeter 1:1000 
adrenalin to 100 cubic centimeters). Infil- 
tration over the twelfth rib and conduction 
anesthesia of the ninth, tenth, eleventh, and 
twelfth intercostal nerves on the affected 
side. 

The patient lies in the semisitting posture 
and reclines toward the healthy side. In- 
cision is made over and down to the twelfth 
rib. The erector spine muscle mass is 
only partially incised; the unincised por- 
tion is retracted medially. 





THE THERAPEUTIC GAZETTE 





Subperiosteal resection is made of the 
entire twelfth rib. The upper margin of 
the wound is elevated by blunt, broad re- 
tractors. This brings into view the costo- 
phrenic angle between the eleventh rib and 
the vertical column. In cases of total em- 
pyema the pleura, instead of appearing as 
a smooth, glistening, normal membrane, is 
thickened, edematous, and infiltrated. 

Exploratory puncture is made by means 
of a needle inserted in the costophrenic 
angle which by continuous aspiration is ad- 
vanced perpendicularly along the thoracic 
wall. The perpendicular position of the 
exploratory needle is important in order to 
avoid an injury to the diaphragm. 

If pus is obtained, the parietal pleura at 
the point of insertion of the needle is trans- 
versely incised. In those cases in which 
the costophrenic angle is not obliterated, 
this procedure is sufficent to secure evacua- 
tion of the pleural contents. However, in 
case the parietal and visceral layers of the 
pleura in this region are adherent the ad- 
hesions, when fresh, are loosened by means 
of a blunt periosteal elevator up to the free 
cavity. 

If, by the exploratory puncture, no pus 
is obtained and the costophrenic angle is 
obliterated by old, dense adhesions, the cos- 


~tal pleura is bluntly loosened from the 


thoracic wall upward for a short distance. 
This is easily accomplished, especially in 
cases of empyema, because of the edema. 
Ihe exploratory needle is then introduced 
into the pleural cavity at the highest point 
of separation of the parietal pleura from 
the thoracic wall. Upon obtaining pus, the 
pleura is incised along the needle. A small 
incision is made. 

After the gradual removal of the exudate 
the cavity is explored by means of a pair 
of large curved forceps. In this manner it 
is possible to open any encapsulated abscess 
which might coexist and also determine the 
extent of the empyema cavity. Before in- 
sertion of the drainage tubes the patient is 
leaned toward the affected side so as to 
drain off all the exudate. 

Two large thick rubber drainage tubes 
with numerous lateral holes are inserted 
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up to the apex of the cavity. By means of 
these tubes with their numerous lateral 
openings complete drainage of the pleural 
* cavity is obtained independently of the posi- 
tion of the diaphragm. A large safety-pin 
is inserted into each tube at the skin level, 
and that portion of the tube distal to the 
pin is cut away to prevent any pressure on 
the tubes from the dressings. The tubes 
are fastened by means of long, narrow strips 
of adhesive plaster over the safety-pins. 
The wound is superficially tamponaded 
with iodoform gauze. The patient is placed 
in a sitting position in bed and inclined 
somewhat toward the affected side. 

Daily dressings are necessary because of 
the profuse drainage during the first few 
days after operation. However, because of 
the small size of the wound and its location, 
the dressings are practically painless and not 
unpleasant. 

According to the general condition, the 
drains are shortened within the first three 
days. 

In case a portable fluoroscopic apparatus 


is not accessible, a simple x-ray picture will 
give a very good idea of how much the 
drain must be shortened to obtain the de- 


sired result. 

After the shortening of the drains, light 
breathing exercises are begun. Any one 
of a number of contrivances may be used 
to assist in the reéxpansion of the lung. The 
two-water-bottle system is satisfactory. 

The amount of drainage, the general con- 
dition of the patient, and the temperature 
curve are dependent upon the subsidence 
of the lung process. The temperature, 
which falls somewhat after the drainage of 
the empyema, gradually becomes normal. 
As soon as this point is reached one drain 
is completely removed. After several days, 
depending upon the amount of drainage, 
the second drain is removed and replaced 
by another of the same length but of a 
smaller caliber. 

When the cavity becomes obliterated by 
the expansion of the lung, shown roentgen- 
ologically, the secretion practically disap- 
pears, and the temperature remains normal, 
the tube is either clamped or corked. If the 
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temperature still remains normal and after 
two or three days there is no retention, the 
tube is completely removed. The wound 
closes then within three or four days. 





Phlebitis and Thrombophlebitis 
Migrans. 


Harkavy (Medical Journal and Record, 
July 16, 1924) describes phlebitis migrans 
as an inflammatory affection of the veins 
the outstanding feature of which, as its 
name suggests, is its migratory character. 
Clinically, this condition is distinguished by 
the following: A tendency to involve su- 
perficial veins, especially of the upper or 
lower extremities, notably the internal or 
external saphenous, not infrequently also 
those of the trunk and chest. A decidedly 
segmental distribution with healthy vein 
intervening. A progressive spread which 
is usually accompanied by moderate fever. 
A lesion having the appearance of an ery- 
thematous fusiform nodular mass about 2 
to 4 cm. in length and 1 to 2 cm. in diam- 
eter, which is sensitive to touch. 

Pathologically, the inflammation may be 
confined to outer or middle coats of the 
vein, or both, in which case no impairment 
of the lumen occurs, and after complete 
subsidence of the inflammation no signs of 
previous involvement need be manifest. On 
the other hand, the outer, middle and inner 
coats may be affected, under which circum- 
stances thrombosis may supervene with 
closure of the lumen. When such is the 
case, a hard, cord-like thickening of the 
vein remains after the acute stage has sub- 
sided, unless canalization of the thrombus 
occurs. 

Whether thrombosis has or has not oc- 
curred, only the clinical course can disclose. 
The outward appearance of the vein, in the 
initial stages at least, is identical in both 
instances. 

Cases of phlebitis migrans as such are 
scattered through the literature associated 
with a variety of clinical conditions. 
Trauma, rheumatic fever, gout, toxic or 
cachectic states are not infrequently accom- 
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panied by this condition. In gout, even 
though this affection is often seen in the 
vicinity of an acutely inflamed joint—the 
seat of a gouty arthritis—it may likewise 
manifest itself in a free interval of the 
disease. The deposition of urates demon- 
strated in the sheaths of the veins is no 
evidence, as Welch observes, that gouty 
phlebitis is brought about in this manner. 

Quite another type of migrating phlebitis 
is to be found in syphilis. Instances of this 
have been recorded by Neisser, von Proksch, 
Mendel, and others. Neisser describes a 
case of a laborer, who was first seen in 
Novewber, 1902, with a fusiform swelling 
of the anterior surface of the right arm, 
painful on pressure and especially on move- 
ment, unaccompanied by enlargement of 
the axillary glands or involvement of the 
lymphatics. There was no redness or edema 
of the superficial skin. A similar mass oc- 
curred on the opposite arm. Excision of 
the tumor showed a good deal of granula- 
tion tissue, in the midst of which the ad- 
ventitia of the vein was seen with difficulty. 
Mercurial treatment caused prompt disap- 
pearance of the lesions. 

Under the title of “Phlebitis Migrans 
Nonsyphilitica,” Gottfried Schwartz dis- 
cusses several cases of advanced pulmonary 
tuberculosis in which, under observation, 
fusiform swellings developed on the fore- 
arms which were regarded as phlebitic in 
nature. 

Quite in contrast to the types mentioned 
above that have to a certain extent been co- 
existent with disease entities which may 
perhaps be regarded as etiological factors, 
there is a group of cases apparently consti- 
tuting a disease sui generis, which Briggs 
describes under the title of “Recurrent 
Phlebitis of Obscure Origin.” These cases 
present a type of vein involvement that 
bears a strong resemblance to the types of 
recurrent phlebitis observed in gout or 
rheumatic fever. 

As for treatment, a careful search for 
a syphilitic origin gives promise, if success- 
ful, of an entirely adequate treatment. 
Toxic foci must, of course, be searched for 
and eliminated if present. The wandering 
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form, of unknown origin, exhibits at times 
aggravations incident to certain forms of 
food. 





Provisional Prostheses and Early 
Weight-bearing in Amputations. 

Stmon (New Orleans Medical and Sur- 
gical Journal, July, 1924) again calls atten- 
tion to certain teachings the value of which 
was well demonstrated during the late war. 
In place of the rule to “amputate at the 
lowest possible level,” there is one which 
reads “amputate at a distance above the 
joint sufficient to allow the necessary room 
for the joint mechanism.” 

In the thigh amputation, the lower third, 
within two or three inches of the joint, is 
preferable to disarticulation of the knee for 
the above mentioned reason. In the leg, 
the middle third is more favorable than even 
the lower, as at this point the tibia is broader 
and is capable of better end-bearing. In 
the foot, amputation through the tarsal 
bones is unsatisfactory, as there is no longer 
any extensor muscle pull (the peroneal and 
tibial insertions have been destroyed), 
which sooner or later results in an equinus 
position of the stump and an inability to 
wear any appliance satisfactorily. Ampu- 
tation through the metatarsal bones anterior 
to the insertions of the peroneal and tibial 
muscles can be fitted with a useful and 
comfortable appliance. 

In both provisional and permanent pros- 
theses of the present time it is found that 
the tuberosity of the ischium is used for 
weight-bearing in amputations of the thigh, 
and that the shelving upper end of the 
tibia best bears the pressure in below knee 
amputations; there is however no doubt 
that the stump giving end-bearing in con- 
junction with the above described is far 
preferable in both point of comfort and 
perfection of ambulation. To secure an 
end-bearing stump, it must be remembered 
that the method of amputation which will 
place the scar so as not to be exposed to 
pressure is essential. The large nerve trunks 
should be divided high to avoid future 
neuromas, which are constant sources of 
uselessness of a stump. The fascia and 
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soft parts should be joined by suture over 
the bone ends to prevent their slipping up- 
ward, and so avoid adhesions of skin to 
bone. The bone should be smoothed per- 
fectly, and in leg amputations it should be 
remembered to cut the fibula higher up 
than its adjacent tibia. The aperiosteal 
method of bone division clinically seems to 
give the best end-bearing result. In this 
method the periosteum is removed for 1 
cm. from the end of the bone and the mar- 
row cavity is curetted out the same dis- 
tance. 

Postoperative care of the stump is of 
paramount importance, and this implies 
much more than the ordinary surgical dress- 
ings of the healing wound. Joint contrac- 
tures must be guarded against from the 
time of operation. The shorter the stump 
the more prone to deformities. Care must 
be taken to see that a pillow or cushion is 
not placed under the knee or used to sup- 
port thigh stumps. Foot amputations 
should be placed in a right-angle splint. In 
leg amputations it is advisable to use a 
posterior gutter splint to prevent hamstring 
contraction. In thigh cases the deformity 
of abduction and flexion if noticed can be 
prevented by sandbags and Bucks -exten- 
sion. This latter deformity is often the 
result of posture while the patient is up 
and around in a rolling chair. It can be 
plainly seen that even a ten-degree flexion 
deformity of the ankle, knee or hip makes 
the satisfactory use of a prosthesis impos- 
sible. With the contracture is associated 
a muscle weakness which can in time result 
in a useless stump. Circulation of the 
stump is usually far from normal, which 
results in the inevitable édema of a greater 
or lesser degree. This persists, even after 
complete healing. Baking, massage and a 
cotton elastic bandage applied to the stump 
are advisable methods. 

.For practically the first six months there 
is an ever progressive change in stump cir- 
cumference and contour, or, as is called, 
“stump shrinkage.” Even after this period, 
if an appliance is worn, it will be found 
that there is a second change of contour 
due to skin thickening, muscle hardening, 
and the like. It is therefore evident that a 


permanent limb is practically impossible for 
the first six months, and even at a later 
period, with the stump changes, it is often 
necessary to change the socket, which in 
wooden limbs necessitates making an en- 
tire new leg or thigh segment. 

This presents an economic feature which 
is far from trivial in many cases, as the 
cost of a limb ranges around $150. Again, 
it must be remembered that the period of 
convalescence of an amputate extends from 
nine to twelve months by ordinary methods 
of every-day treatment; this from the 
standpoint of insurance compensation and 
non-productivity on the part of the patient 
is of no small importance. 

Froelich of Nancy and Spitzy of Vienna 
first conceived the idea of early weight- 
bearing in lower limb amputations, using 
first a crude apparatus of heavy cardboard 
and rough wooden uprights. Martin of 
La Panne perfected a more elaborate ap- 
paratus; and finally a wide-spread knowl- 
edge of the benefits of early weight-bearing 
led to special amputation centers in all of the 
allied and enemy countries. A temporary 
limb called a provisional prosthesis could 
be fitted to most of the cases within six 
weeks from the time of amputation, and 
where a linear closure of the stump end 
had been done it was not unusual to see a 
man up and about within three or four 
weeks after the loss of his limb. Early 
use of the stump prevented deformity, there 
was little chance for muscle weakness to 
develop, the circulation of the stump was 
markedly improved, and the wunhealed 
wounds were found to close quickly. The 
skin began to harden almost at once, and 
as the stump shrunk a new plaster-of-Paris 
socket was quickly and cheaply made for 
replacement. The patient had little time to 
continue in his depressed mental state. He 
saw men up and walking, and walking most 
satisfactorily, and he knew that in a few 
weeks he would be among them. At the 
end of six or eight months, after possibly 
two or three changes of sockets, the patient 
was fitted with a permanent limb with which 
he could at once walk away with perfect 
comfort and with more than satisfactory 
gait. 
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Fracture of the Carpal Bones. 


BENDIXEN (International Journal of Med- 
icine and Surgery, July, 1924), of 401 cases 
of injury to the wrists, finds the scaphoid 
was broken in 24, the semilunar in 5, the 
os magnum in 1, the unciform in 2, the 
trapezoid in 2, the cuneiform and pisciform 
each in one. Fracture of the carpal bone is 
much more frequent than was formerly 
thought, and a severe sprained wrist is less 
frequent. The usual cause is that type of 
force which commonly produces fracture 
of the lower end of the radius—i.e., a fall 
upon the hyperextended or flexed pronated 
hand. 

The symptoms common to fractures of 
any of the carpal bones are localized pain, 
tenderness on pressure, local swelling, and 
pain on movement of the wrist-joint, par- 
ticularly on abduction or adduction. Many 
of these cases go unrecognized for weeks 
and are erroneously treated as sprains of 
the wrist-joint. There is limitation of pas- 
sive flexion or extension of the wrist-joint, 
and efforts in this direction cause muscular 
spasm. There is generally no crepitus or 
ecchymosis present. 

In fractures of the scaphoid, the -first 
symptom to be ascertained is acute local 
tenderness. This is situated just beyond 
the radial styloid process, in the anatomical 
snuff-box. It is, in fact, just over over the 
proximal fragment of the scaphoid. Mur- 
phy rightly stated that “the first stage in the 
diagnosis is the appreciation of the fact that 
the injury is substyloid.” 

Every one is tender to some extent in the 
proximal half of the anatomical snuff-box, 
because this is just where the dorsal branch 
of the radial nerve runs, and firm pressure 
there is capable of. injuring it. It is, how- 
ever, quite easy to distinguish radial-nerve 
pain from fractured scaphoid pain, because 
the nerve pain is not nearly so acute as the 
pain associated with fracture (even old 
fractures). It becomes less after a few 
moments during which the pressure is main- 
tained, because pressure anesthesia super- 
venes. In case of fracture, however, the 
pain becomes unbearable. 
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Another valuable method of eliciting the 
tenderness is’ by means of the application of 
force at a distance—i.e., the indirect jarring 
of the site of fracture. This is the prin- 
ciple involved in Vaughan’s knuckle-percus- 
sion test. The metacarpophalangeal joints 
are all flexed to a right angle, or, if possible, 
the patient is made to clench his fist, and 
then is told to keep his eyes shut while the 
surgeon taps the knuckes smartly, one after 
another, with an ordinary rubber-headed 
percussion hammer. If fracture -of the 
scaphoid is present, sharp pain will be 
elicited when the head of the third meta- 
carpal is struck, provided that the hand is 
in radial flexion. On ulnar flexion, pain 
will be noticed in the semilunar area when 
this bone is either dislocated or fractured. 

It might be stated that tapping the head 
of the first and second metacarpals trans- 
mits the impulse to the scaphoid by way of 
the trapezium and trapezoid, but the pain 
is not so severe as when the third meta- 
carpal is tapped. The fourth and fifth 
metacarpals, however, are insensitive when 
tapped. 

Another point that must be borne in mind 
is the comparing of the injured with the 
uninjured wrist to ascertain the normal 
limitation of motion, which in normal in- 
dividuals is as follows: Dorsal flexion, 
about 45 degrees; volar flexion, about 60 to 
70 degrees; ulnar flexion, 40 degrees ; radial 
flexion, 20 degrees. 

Fracture of the semilunar gives local 
pain, tenderness on pressure, and pain on 
motion, particularly on forced extension. 
Swelling is marked over the region of the 
bone rather than being limited to the radial 
side as in scaphoid fractures. 

Fractures of the cuneiform are extremely 
rare. They are the result of direct violence. 
The same may be said of the remaining 
carpal bones. The usual symptoms are local 
pain and swelling, and tenderness on pres- 
sure. 

Injuries of the wrist-joint should be care- 
fully studied clinically and by radiography, 
always in two planes ; and additional planes, 
if necessary. The fluoroscopic examination 
is of no value. 
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If the condition is recognized at once and 
treated by immobilization in the strictest 
sense of the word, with the fragments in 
good apposition, a bony union may be ex- 
pected. For fractures of three to four 
weeks’ standing, the prognosis should be 
guarded. This particularly applies to frac- 
tures of the scaphoid. In the intra-articular 
fractures, absorption of bone follows from 
the action of attempted use and the constant 
bathing of the fragments by synovial fluid 
on their cancellous surface. The effort at 
callus formation is little or nothing because 
most of the small nutrient vessels which 
enter the bone in the middle, the usual site 
of fracture, are torn, and as the cancellous 
surfaces have no periosteal covering, no 
union results. Even fibrous union is rare. 


A. pseudoarthrosis develops. 

Fractures of the tuberosities, being extra- 
articular, are best treated by massage and 
Immobilization, as a rule, 
is not necessary, unless there is a great deal 
of pain, and then for a few days only. 

The line of treatment to be adopted in 


passive motion. 


the body fracture depends on the displace- 
ment of the fragments. If there is no dis- 
placement the hand and wrist should be 
treated by immobilization in a position of 
slight volar flexion for at least three to four 
weeks, as this brings the fragments into 
close apposition. If union has not resulted 
in four to six weeks, as shown by the radio- 
grams, and if pain and impaired function 
are still present, excision of one or both 
fragments should be performed. 

If a fragment is displaced dorsally, the 
wrist should be acutely flexed, firm pressure 
made on the back of the hand, and the joint 
completely hyperextended. If this method 
of reduction fails, immediate removal of 
the dislocated fragment or of the whole 
bone is indicated. 

In old and neglected cases in which pain 
and loss of function exist, operation is in- 
dicated. 

The results of all methods of treatment 
lead to the conclusion that a dislocated frag- 
ment that cannot be reduced should be 
excised at once. The line of incision de- 
pends upon the bone removed, but should 
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be made at a site which gives best access 
to the fragment. 

Penetrating heat, produced by diathermy, 
has been recommended by a number of 
authors as a pre- and post-operative meas- 
ure, but its actual value remains to be 
demonstrated. 

Failure to diagnose these fractures, 
though very common at the present time, 
is fraught with the most serious conse- 
quences for the patient, inasmuch as it 
means that he will almost certainly have a 
permanently disabled wrist, in spite of all 
the treatments that he may undergo. 

Every case of so-called “sprain of the 
wrist” will be found to be, in reality, some- 
thing else, and one may justifiably para- 
phrase Punch’s famous advice and say: “To 
those about to diagnose ‘sprained wrist’— 
Don’t.” 


The Diagnosis of Malignant Disease of 
the Large Intestine. 

DrummMonp (British Medical Journal, 
Aug. 16, 1924) is impressed by the late 
stage at which cancer of the large intestine 
seeks surgical advice. Cancer has a special 
affinity for certain sites, the rectum and 
pelvic colon being the positions in which 
il is most commonly found. 

Intestinal .obstruction—acute, subacute, 
or chronic—the discovery of a tumor, bleed- 
ing from the bowel, are the chief indica- 
tions of intestinal cancer. The symptoms 
resulting from obstruction are as a rule the 
first complained of; but in some cases ob- 
struction never develops at all, so that we 
may divide the cases into three different 
groups, according to the symptoms these 
patients complain of when they first seek 
advice: (1) Those who complain of acute 
intestinal obstruction; (2) those who have 
subacute or chronic intestinal obstruction ; 
and (3) those who have had no obstruction 
at all. i 

In the early stages it is not necessarily 
pain, but rather the discomfort of an in- 
creasing constipation, necessitating the use 
of ptirgatives, of which these patients com- 
plain. An aphorism always impressed upon 
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his students by Professor Rutherford Mor- 
ison was: “Increasing constipation of re- 
cent origin in an elderly person, only over- 
come by purgatives, suggests malignant 
disease of the colon,” and this complaint 
demands thorough investigation if the pa- 
tient is to have a fair chance. 

Attacks of diarrhea, apparently without 
cause, when chronic colitis may be sug- 
gested as the diagnosis, may also be an 
early symptom of obstruction in these cases. 
Later on, as the obstruction increases, bor- 
borygmi can be heard, and may be so loud 
as to be noticed by people anywhere in the 
room. It is unfortunately a fact that peo- 
ple afflicted with these symptoms, and 
without pain, very often fail to seek med- 
ical advice. As the growth gradually oc- 
cludes the bowel the sense of discomfort 
increases and may be associated with alter- 
nating diarrhea and constipation. 

Carcinoma occurring in the ascending 
colon frequently gives rise to attacks of 
diarrhea without pain, and may not cause 
obstruction at all until very advanced. It 
is in such cases that the patient becomes 
anemic, and often to such a degree that he 
is thought to be suffering from pernicious 
anemia until the true nature of the condi- 
tion is brought to light by the discovery of 
a palpable tumor. 

Hemorrhage as a result of a carcinoma 
of the colon is unusual and is more common 
in connection with growths situated in the 


.rectum, but it may occur as the first symp- 


tom in the case of cancer of the colon, and 
is often a godsend to the patient, as it may 
herald the discovery of the growth at its 
early stage, because the sudden loss of a 
quantity of bright blood is a symptom 
which cannot but alarm the patient and 
cause him to seek medical advice at once. 
Although hemorrhage from cancer of the 
rectum is a common symptom, it seldom 
makes its appearance until the disease is 
far advanced. Then the blood is commonly 
found mixed with liquid feces. It should 
be borne in mind that bright-red blood may 
be passed by patients suffering from can- 
cer of the rectum and its origin be from 
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hemorrhoids, and not from the new growth, 
but this must be regarded as exceptional. 

The history of a case of cancer of the 
rectum offers a clue of the strongest diag- 
nostic importance. The patient will tell 
you how, on going to the lavatory in the 
morning, he feels that he is about to have 
a normal motion, but, instead, the attempt 
at defecation results in the passage of flatus 
accompanied by a little bloody fluid having 
the appearance of beef-tea. The relief at- 
tained only lasts a short time before his 
visit to the lavatory has to be repeated, and 
perhaps many times before he has gained 
sufficient relief to carry on his day’s work. 

There is no part of the large intestine in 
which malignant disease is so difficult to 
get hold of in the early stages as the rectum, 
for there may be no symptoms until the 
patient has a large palpable liver full of 
growth. This is frequently the case when 
the primary growth occurs in the ampulla of 
the rectum and when a large mass encircles 
the lumen of the gut without giving rise 
to obstruction, and local and general spread 
of the disease has rendered a radical opera- 
tion hopeless. 

A patient, the subject of cancer of the 
rectum, although at best unfortunate, is less 
so when the neoplasm occurs in the upper 
part of the rectum, because the character of 
the growth simulates that found in the pel- 
vic colon and obstruction occurs early, 
driving him to seek surgical advice before 
dissemination has commenced. 

Glands in the neck may be found in the 
left posterior triangle secondary to cancer 
of any abdominal viscus; most commonly 
the stomach; rarely in the case of the colon 
or rectum. Such glands should be looked 
for. If present, they will be found at the 
posterior border of the left sternomastoid 
in the region of the thoracic duct. 

There is a type of case which, though 
rare, requires mention and serious consid- 
eration, as the diagnosis is important. The 
patient, usually of middle age, has not been 
well for weeks or months; often suffering 
from indigestion and getting thinner, but 
with indefinite symptoms. An attack of 
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sudden abdominal pain drives him to send 
for his doctor. He vomits, it may be, blood 
or “coffee grounds,” and has abdominal 
pains with rumblings and increased peristal- 
sis. He is constipated and belching wind, 
passing little by the rectum. .The abdomen 
is swollen and tender; if not generally, in 
parts. At an early date fluid may be de- 
tected in the abdomen, and on rectal exam- 
ination there is a hard nodular growth to 
be felt anteriorly (felt per vaginam in. the 
female). This mass, however, is not a 
primary rectal cancer, but a deposit of 
growth in the rectovesical pouch secondary 
' often to a stomach cancer. .The absence of 
violent peristalsis, the fact that after rectal 
examination feces may almost always be 
found on the examining finger, that some 
flatus escapes by the rectum, the abdominal 
tenderness, the presence of fluid, the very 
ill condition of the patient, the fact that the 
rectum overlying the growth is not ulcer- 
ated, make it clear that a diffuse malignant 
peritonitis is present, that the patient wiil 
quickly die, and that any operation will 
bring no relief, but add to his misery and 
hasten his end. ; 

Of special methods in diagnosis we have 
two, both most valuable at times, supple- 
mentary to the ordinary physical examina- 
tion : the sigmoidoscope and the x-rays after 


the administration of barium meals and 
enemata. 





The Duration of Life in the Presence of 
Untreated Cancer. 


Lazarus-Bartow (British Medical Jour- 
nal, Aug. 16, 1924), as the result of an 
analysis of the records of Middlesex Hos- 
pital over a period of forty years, concludes 
that the earlier the age of onset the shorter 
the total duration of the untreated disease, 
and that the natural duration at the primary 
site is longer in the female than in the male. 
Bearing on cancer of the breast and the 
duration of life over a period of calculated 
onset: between the ages of 25 and 34, three 
years ; between the ages of 35 and 44, four 
months less; between the ages of 45 and 
54, three months more; between the ages 
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of 65 and 74, nearly four years; 75 and 
over, three years. : 

Duration of life in case of cancer of the 
cervix exhibited a similar range, but was 
about one-half as long as in case of cancer 
of the breast. 

In cancer of the tongue and mouth the 
duration of life was from three-fourths of 
a year to one and one-third years. 

In cancer of the rectum the duration of 
life in men was from 14 months to 24 
months. In the female from 16 to 32 
months. 

As to the maximum duration of life, this 
in case of cancer of the breast is reported 
as 16 years; in cancer of the cervix 18 
years; in cancer of the tongue and mouth 
5 years; in cancer of the rectum 6 years in 
men, and 10 years in women. 





Palliation in Cancer of the Uterine 
Cervix and Cancer of the Breast. 
Int (Journal of the Medical Society of 

New Jersey, August, 1924) believes that 

the diagnosis of cancer of the uterus can 

be made in any doctor’s office without the 
use of a microscope in 95 per cent of the 
cases. Unusual bleeding is present in 
about 85 per cent, and a bloody, watery dis- 
charge in about 95 per cent of the cases. 
For corroboration the woman is placed in 
the knee-chest position, with good light ; the 
field is carefully sterilized and a small 
curette is passed into the body of the 
uterus, the cervical canal, and cervix. If 
small pieces of tissue are scraped off as 
easily as you would scrape off pieces of 
wet bread, you can almost always positively 
say that this is cancer. This can be better 
seen when the ulcerations are present in 
the cervical canal and cervix, and where 
you can see the curette pass through this 
tissue. There is no other condition in the 
cervical canal or cervix which will scrape 
off just like this. Inflammatory erosions 
of the cervix in no way act like this. Opera- 
tions for cancer of the corpus uteri when 
the disease has not gone beyond the body 
have been successful, Where surgical proce- 
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dure is not possible radiation is the method 
of choice. 

Ill quotes statistics from many sources 
which show that radium demonstrates a 
very much higher percentage of cures in 
the inoperable cases than does any other 
method of treatment; moreover, the cases 
not cured are markedly relieved of their 
most distressing symptoms. 

A primary inoperable breast carcinoma is 
one in which one or more of the follow- 
ing factors are present: fixation of the 
breast tumor to the chest wall; involvement 
of the supraclavicular nodes; definite in- 
volvement of the opposite axillary nodes; 
diffuse subcutaneous nodules; diffuse in- 
flammatory carcinoma involving a consider- 
able skin area; chest metastases, pleural or 
mediastinal; more remote metastases. 

In this group of cases Ill has seen little 
palliation with operation. Patients’ lives 
are not prolonged, their pain is not relieved, 
and they have the additional discomfort in- 
cident to the surgical procedure. 

Ill quotes a letter from Ewing as fol- 


lows: “I think it is a very general impres- 
sion among pathologists that cancer of the 
cervix uteri, untouched, kills in the great 
majority of cases by occlusion of the ure- 
ters, and without extension of the disease 


beyond the pelvis. Even the lymph nodes 
may escape. Kroemer found the pelvic 
nodes free in 66 per cent of his fatal cases. 
Corpus carcinoma is much more apt to ex- 
tend widely. 

“With breast carcinoma much the same 
relation holds true, but distant metastasis 
will occur with many untouched cases. I 
have a distinct impression that the dis- 
semination is hastened and widened by un- 
successful operation. I have seen car- 
cinoma remain in the confines of the breast 
for ten years. The breast cases vary widely 
“ in their tendencies in this respect, and I 
should prefer not to attempt to establish 
uniform rules for all types of cases. It is 
to be regretted that surgical enthusiasm has 
somewhat prevented attention to these im- 
portant characters of unhindered carcinoma. 
As a fact, I do not remember one autopsy 
on untouched mammary cancer.” 
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Ill also quotes Dr. Charles H. Mayo to 
the effect that “Roentgen ray. and radium 
in the treatment of cancerous growths have 
made marked progress in a very serious 
group of cases. Many early and some 
late cases, according to location and type, 
have apparently been cured by such treat- 
ment.” 





Irradiation and Radical Hysterectomy 
for Cancer of the Cervix, 


CrarkK and Brock (Atlantic Medical 
Journal, August, 1924) have for the subject | 
of their paper a comparison of surgical and 
irradiation statistics, viewed from the stand- 
point of cures, and the mortality attribut- 
able to therapeutic intervention. 

Skeel is quoted to the effect that of every 
100 cases of cervical cancer applying for 
treatment only 50 are operable. On an aver- 
age there will be of those subject to oper- 
ation a primary mortality of 5 (10 per 
cent), recurrences in 25 (50 per cent), five- 
year cures in 20 (40 per cent), while 50 
will die without operation. He believes that 
with such .results a radical operation lacks 
justification, if any other less hazardous 
measure offers an equivalent. 

Totaling the statistics, in 1539 abdominal 
operations there were 608 five-year cures, 
or 39.5 per cent curability. This, then, rep- 
resents the present curability of cervical 
cancer in the hands of the most experienced 
surgeons throughout the world. The per- 
centage of cures is slightly higher and the 
primary mortality is a bit lower than Jane- 
way found a few years ago. 

The analysis of cases recorded in medical 
literature shows that in general radium 
gives a curability of 43 per cent as against 
39.5 per cent obtained by radical operation 
in cervical cancer. Further, the 9 per cent 
inoperable cases that were cured would all 
have died under any other treatment. 

The authors believe that radium is a pal- 
liative remedy of inestimable value in the 
great majority of hopeless surgical cases 
and of absolute curative value in a small 
percentage. While it challenges most favor- 
able comparison with the radical abdominal 
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operation, nevertheless no issue should be 
taken with the skilful specialist who still 
adheres to the radical view-point, provided 
he supplements his operation with post- 
operative irradiation. As to anteoperative 
irradiation, the profession awaits with in- 
terest the report from those clinics in 
which this prophylactic plan is employed. 
To discard or fail to use this newer remedy 
as an adjunct to surgical measures in the 
face of such statistics as are now available 
should lay the objector open to a charge of 
criminal negligence. 

In this relation Begouin (Surgery, Gyne- 
cology and Obstetrics, August, 1924) has 
treated 95 cases of cancer of the uterine 
cervix with radium alone. Sixty, which 
have been under observation for a period 
of from one to five years, are divided into 
three groups according to the stage of the 
disease in which the patient was first seen. 
The results of treatment are summarized as 
follows: 

In nine advanced cases with an extensive 
tumor and metastases or severe cachexia 
there were no clinical cures. 

In thirty-six inoperable cases with fix- 
ation of the uterus, but with only moderate 
extension of the condition, there were 
twelve clinical cures (33 per cent). 

_ In fifteen operable cases there were seven 
clinical cures (46 per cent). 

In the last group there were nine cases 
in which it was doubtful whether operation 
was warranted. Of these, only one was 
cured. 

From this limited number of observations 
it appears that radium treatment is of no 
value in the advanced stages of the disease, 
but when given during the operable period 
leads to a cure in a high percentage of 
cases, and offers much hope to patients who 
have an early carcinoma but are rendered 
inoperable by cardiac, renal, pulmonary, or 
other disease. 


In the discussion of this paper, Proust. 


and Begouin pointed out that injury to the 
bladder from the use of large doses of 
radium is infrequent and usually of little 
importance. The rectum and sigmoid colon, 
however, are often affected unfavorably. 


‘ 
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In one case laparotomy revealed a furrow 
in the sigmoid suggesting such an one as 
would be made with a cautery, and in an- 
other instance a thickening of the pelvic 
colon was found in the form of an inflam- 
matory tumor. Pyometria was not ob- 
served. 

Regaud called attention to the fact that 
if a recurrence is to develop it usually ap- 
pears within a period of a year. He re- 
ported that of thirteen patients treated in 
1919 and judged cured in 1920, all. were 
living in 1921 and twelve were alive in 1922. 
The technique used consisted in one appli- 
cation (or two separated by an interval of 
two months) of 80 mgm. of radium divided 
between four tubes, two intra-uterine and 
two vaginal, and screened with rubber, 2 
mm, of gold, and 0.5 mm. of platinum. The 
average duration of treatment was from 
two to four days. 





Hyperemia in Gonorrheal Urethritis. 

THaALerR (Urologic and Cutaneous Re- 
view, August, 1924) speaks with some en- 
thusiasm of the results he obtained by sub- 
jecting the penis to a partial vacuum by 
means of a cylinder closed at one end 
placed over it. He states that pressure at 
the base of the organ produces the hyper- 
emia in very much the same fashion that a 
constriction does when applied around a 
limb. The action of the motor produces 
this in a superior manner, for with the 
process of constriction there is induced 
mainly a passive hyperemia, whereas 
through the interrupted and adjustable 
action of a valve-controlled pump a stimu- 
lative hyperemia is obtained in conjunction 
with the venous; or in brief, a combined 
active and passive hyperemia, which the 
writer has always considered superior to 
the merely stagnant process, although this 
view is not universally accepted. 

An interesting feature of the hyperemic 
method of treating acute and chronic ure- 
thritis is that the effect is substantially the 
same in practically all cases no matter what 
the severity is. By that is meant that when 
the treatment once takes hold there is sel- 
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dom any relapse except such as may be 
occasioned by an indiscretion of the pa- 
tient, and usually it takes hold at an early 
stage of the treatment. Some cases clear 
up in from three to four weeks, while the 
majority require from four to six weeks. 

Another noteworthy feature of the treat- 
ment is that the patient is kept in a state of 
physical comfort during the infective proc- 
ess. This is not the usual experience with 
the irrigation or injection methods. In 
some cases the flow of pus does not abate 
any sooner than by the irrigation or in- 
jection methods or any other procedure, but 
it seems to be much less irritating to the 
tissues. . 





Infections of the Hand. 


GaRLocK (Surgery, Gynecology and Ob- 
stetrics, August, 1924), on the basis of a 
careful analysis of 460 hand infections, 
alludes to what he calls “collar-button” 
abscess, a name derived from the peculiar 
distribution of the pus. 

The failure to recognize the true extent 
of the pathology present is a frequent cause 
for some unduly prolonged low-grade infec- 
tions of the fingers and palm. The cause 
for the distribution of the pus is to be found 
in the hypertrophied epithelium at the site 
of infection, which first takes place in the 
subdermal tissues. As the inflammatory 
process extends, the pus finally burrows 
through the derma, producing a tiny sinus, 
and reaches the subepidermal region, where 
a second collection of pus is formed, pre- 
senting the appearance of a purely sub- 
epithelial abscess. On close examination, it 
is found that there is a fairly wide area of 
surrounding redness and swelling, consid- 
erable induration at the region of maximum 
tenderness, and the patient complains of 
severe throbbing pain. 

In the 42 cases reported, 13 occurred in 
the pulp of the distal phalangeal region, 5 
over the anterior aspect of the proximal 
phalanges, and the remaining 24 at the distal 
edge of the palm. In 4 cases of the latter 
group, the infection had extended and the 


deeper pocket of pus included the adjacent 
web space. 

The treatment consists in removing all 
detached epithelium covering the super- 
ficial pocket, identifying the sinus leading 
to the second or deeper pocket, and, with 
this as the center point, making either a 
linear or crucial incision large enough to 
drain the deep collection adequately. 

Of the total 42 cases, two, or 4.7 per cent, 
presented permanent anatomical and symp- 
tomatic impairment. In both instances an ° 
appreciable part of the pulp in the region 
of the distal phalanx had sloughed, with re- 
sultant tender deformed scars. Both pa- 
tients refused plastic repair in the way of 
a fat transplant. 

The 40 cases of paronychia constitute 
8.7 per cent of the total series. Twenty- 
one patients presented infections localized 
to one side of the paronychium. In nine of 
these the infection was of the so-called acute 
variety and was localized entirely to the 
subepithelial region of the paronychium. In 
the remaining 12 the space beneath the nail 
adjacent to the paronychium was also in- 
volved. In the first type a small incision 
over the center of the abscess always con- 
trols the infection. In the second variety 
it is safer to err on the side of radicalism 
than to temporize and await the appearance 
of the more evident signs of a typical total 
paronychium or “run-around.” An incision 
is made in the paronychial region to the 
outer side of the nail, extending straight 
backward toward the distal interphalangeal 
joint for a distance of three-eighths to one- 
half inch. The eponychium is pushed aside 
with gauze, and, with sharp-pointed scis- 
sors, the corner and side of the nail base is 
excised. To favor drainage a small strip 
of rubber dam or vaselin gauze is placed 
beneath the reflected eponychium. The re- 
sults in this group were universally good. 

There were 16 cases of complete paro- 
nychia or “run-around.” Practically all 
were due to neglected hangnails. In every 
instance operation was performed under 
local anesthesia, consisting of digital nerve 
blocking. Two incisions are made, one on 
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each side of the nail. The eponychium is 
pushed back and all detached nail is ex- 
cised. No attempt should be made to re- 
move the entire nail, unless it is already 
completely separated. A small strip of 
vaselin gauze is inserted between the epo- 
nychium and nail bed. 

Two cases, seen for the first time after 
their condition had become chronic, pre- 
sented fungus-like exuberant granulations 
extending from beneath the eponychium. In 
both instances the lateral incisions were 
made to favor drainage. One patient 
promptly recovered. The other, after fail- 
ing to respond to ordinary treatment, re- 
covered when a rubber band was applied 
at the base of the finger, producing a Bier 
hyperemia. The band was worn for forty- 
eight hours. 

In this group there were three cases pre- 
senting permanently ridged nails as an 
anatomically defective end-result. This was 
due entirely to the fact that the operative 
incisions were not completely external to 
the side of the old nail, thereby resulting in 
injury to the nail bed. 

Felons may be either well localized, in- 
volving only a part of the anterior closed 
space, or they may affect the entire space. 
Diagnosis usually offers little difficulty. In 
the treatment, the important factors are the 
time for incising and the anatomical posi- 
tion of the incision. The side incision offers 
the best chance for a symptomatic cure. 
Where a discharge continues after satis- 
factory drainage, the cause is usually to be 
found in an osteomyelitis of some part or 
the whole of the distal phalanx. Twenty- 
one of a total of 62 cases presented this 
complication. Depending upon the extent 
of involvement, recovery results with con- 
servatism in the mild cases and removal of 
the necrosed portion in the more extensive 
ones. With the epiphysis untouched, re- 
generation of at least part of the diaphysis 
occurs more often than is generally realized. 
The reconstruction of deformed tender 
scars constitutes another phase of the later 
treatment. 

Chronic localized superficial infections of 


the hand are not uncommon. While the 
staphylococcus aureus is the most fre- 
quently cultured organism, the cause for 
the failure to heal is to be found locally, 
and is, as a rule, thermal, mechanical, or 
chemical. Removal of the cause will, in 
the majority of cases, bring about speedy 
recovery. 

Suppurative tenosynovitis of the flexor 
tendon sheaths should be considered a 
major surgical condition. The best end- 
results can be obtained by (a) an early 
diagnosis made possible by proper evalua- 
tion of physical signs; (b) early operation, 
preferably during the first twenty-four 
hours; (c) performing the operation in a 
bloodless field with the patient under gen- 
eral anesthesia; (d) the use of properly 
placed and sufficiently long primary in- 
cisions; (e) making every attempt to avoid 
secondary contamination and infection dur- 
ing the postoperative period; (f) reducing 
the use of drainage material to a minimum ; 
(g) the early employment of active and 
passive motion, and, later, of other physio- 
therapeutic remedies and devices. 

Suppurative ulnar bursitis follows either 
a tenosynovitis of the little finger or an ex- 
tension from the radial bursa, the latter oc- 
curring in 33.3 per cent of the cases under 
consideration. The treatment calls for 
properly placed adequate incisions both in 
the hand and above the wrist. To secure 
free drainage in particularly virulent cases 
the anterior annular ligament may be split. 
No untoward results followed this proce- 
dure. 

Radial bursitis frequently follows trau- 
matic amputations of the thumb. In mak- 
ing the incision, every effort should be made 
to avoid injuring the intrinsic muscles of 
the thumb so that the important apposing 
action may be preserved. It is rarely, if 
ever, necessary to split the annular ligament, 
for the upper end of the bursa can be thor- 
oughly drained through the external lateral 
incision above the wrist. 2 

Thenar space infection is a most char- 
acteristic entity. The predominant diag- 
nostic feature is the excessive ballooning 
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out of the thenar eminence. Accepting the 
anatomical outline and limits of this space, 
treatment consists mainly in making the in- 
_ Cision advocated by Kanavel. A complete 
restoration of function can be expected in 
every uncomplicated case. 

The diagnosis of infections of the mid- 
palmar space should rarely offer any great 
difficulty. The outstanding single objective 
finding is the replacement of the normal 
concavity of the palm by a convexity. In 
the great majority of uncomplicated cases 
there is every reason to expect an excellent 
end-result—80 per cent in this series. In 
other cases, the final outcome appears to 
be influenced by infections present in ad- 
jacent tendon sheaths and bursz. 

The important facts determined by an 
analysis of the deep forearm abscesses were 
(a) that they were caused by extension 
from a preé€xisting radial or ulnar bursa 
infection; (b) that the pus was situated 
deep to the flexor tendons; (c) that satis- 
factory drainage could be obtained only by 
the side incisions; and (d) that the final 
results were generally satisfactory. 





Gastric Function Before and After 
Gastrojejunostomy. 


Bonar (Lancet, Aug. 9, 1924) notes the 
stomach has two main functions: the one, 
secretion of gastric juice for digestion ; the 
other, peristaltic action to pass the partially 
digested food into the duodenum, where it 
is further digested by the pancreatic juice 
assisted by bile. Normally the stomach 
varies in size and situation, depending on 
the position of the patient. Usually the 
greater curvature is below the umbilicus in 
the upright, and just above it in the hori- 
zontal posture. The pyloric end of the 
stomach is the seat of continuous peristalsis 
as long as food is present. So long as the 
food is solid the pyloric sphincter will not 
relax. For the pyloric sphincter to open, 
the chyme mus _ be sufficiently acid and suf- 
ficiently thin. Associated with the absence 
of gastric secretion the pyloric sphincter be- 
comes relaxed, and pancreatic juice, bile 
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and intestinal secretion flow back into the 
stomach. 

In most lesions of the stomach, whether 
ulcer or carcinoma, the peristaltic waves do 
not vary in size or frequency, except in 
cases of pyloric stenosis, when the waves 
may be exaggerated if the case be early, or 
there may be complete absence of waves if 
the stenosis be almost complete. 

Test-meal curves show that four types 
are usually obtainable: (a) Gastric ulcers 
tend to give a curve resembling the normal ; 
(b) pyloric ulcers a curve rising to a hyper- 
chlorhydria after a period of about two 
hours; (c) duodenal ulcers a curve with a 
highly acid resting juice and a rapidly rising 
hypersecretory curve; (d) in carcinoma of 
the stomach a curve with a low acidity is 
usually present, and in some cases a com- 
plete achylia. 

Gastrojejunostomy, as proved both by 
#-rays and test-meal, allows the stomach 
to empty more quickly than usual. The 
meal leaves via the stoma, and in only a 
very few cases via the pylorus as well. 
Particularly is the rate of emptying in- 
creased in cases of pyloric stenosis whether 
due to ulcer or growth, and this is very 
marked in cases of partial gastrectomy with 
gastrojejunostomy, where the meal passes 
at once into the jejunum. 

Gastrojejunostomy in cases of gastric 
ulcer causes a reduction in the free hydro- 
chloric acid. In cases of pyloric ulcer it 
does not alter to any material extent the 
curve—a hyperchlorhydria still exists. A 
highly acid resting juice with a hyperchlor- 
hydria and hypersecretion still exists in 
duodenal ulcer curves after gastrojeju- 
nostomy. 

Carcinomata have a low free and total 
acidity after gastrojejunostomy, and in 
cases of partial gastrectomy an achylia is 
found. 

In all cases bile gets back into the stom- 
ach during some part of or during all the 
test-meal. 

In cases of ulcers with high acidities 
gastrojejunostomy does not cause to any 
extent a reduction of the acidity. Its oper- 
ative value therefore must be merely me- 
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chanical, constituting an attempt to rest the 
ulcer by short-circuiting food through the 
stoma. This therefore strongly points to 
medicinal treatment being persisted in for 
pyloric ulcers (where no stenosis exists) 
and duodenal ulcers. Pyloric stenosis is a 
positive indication for gastrojejunostomy— 
i.e., a mechanical means of outlet for the 
meal must be provided. In cases of stenosis 
due to ulcer the acidity value is not ma- 
terially altered after gastrojejunostomy. 

In cases of carcinoma of the stomach 
gastrojejunostomy works in much the same 
way as in gastric and pyloric-ulcers, de- 
pending on whether a gastrectomy has been 
carried out at the same time or not. If a 
gastrectomy has been performed as well as 
the gastrojejunostomy no free hydrochloric 
acid is present, but in this case the total 
acidity is reduced as well. In cases in which 
only a gastrojejunostomy has been per- 
formed the free hydrochloric acid is re- 
duced almost to an achylia, but the total 
acidity may only be reduced to a small ex- 
tent (particularly in cases of growth fol- 
lowing on ulcer). 

Hurst states that “the predisposing cause 
of a duodenal ulcer is a hypertonic stomach 
with excessive acid secretion, and whatever 
operation is done the patient still has the 
same hypertonic stomach.” From these re- 
sults it appears that a hypersecretion does 
exist in duodenal ulcers, but not necessarily 
a hypertonic stomach. 

Only pyloric and duodenal ulcers cause 
spasm of the pylorus and therefore a re- 
sultant hypersecretion—sufficient bile never 
getting into the stomach to reduce the acid- 
ity to any material extent. Gastric ulcers 
do not cause a pylorospasm and therefore 
there is no hypersecretion. Carcinomata, 
by their infiltration, prevent pylorospasm, 
and therefore a low acidity is to be antici- 
pated. 

Gastrojejunostomy in pyloric and duo- 
denal ulcers apparently does not cause a 
release from the pylorospasm, and even 
though bile enters the stomach in greater 
quantities than before operation it is not 
sufficient to cause a reduction in the acidity 
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to a marked extent. In cases of carcinoma 


one would anticipate that more bile entering 
the stomach would cause a reduction in the 
acidity, and this is proved by the results. 





Relation of Medical to Surgical Treat- 
ment of Gastric and Duodenal Ulcer. 


LAHEY and JorpaNn (Boston Medical and 
Surgical Journal, Sept. 25, 1924) devote 
three days’ study, under hospitalization, to 
diagnosis, during which the five points of 
compatibility in uncomplicated ulcer dis- 
tress which are emphasized by Dr. Sippy 
are constantly stressed, namely: first, that 
with the normally empty stomach there is 
no distress; second, that during distress the 
free HCl acidity is higher than that of one 
hour after the Ewald meal; third, that dis- 
tress is relieved by an adequate quantity of 
alkali; fourth, that the distress is relieved 
by an adequate quantity of food; fifth, that 
the distress occurs in the same individual 
at a constant time after food taking. 

With the diagnosis of ulcer of the stom- 
ach or duodenum made, the patient is at 
once put upon ulcer management. This 
consists in the accurate neutralization of 
gastric acidity for a period of several 
months or a year. The patient is kept in 
bed in the hospital for three weeks on a 
diet which is gradually increased from the 
hourly milk and cream feedings to these 
plus a fairly extensive bland diet. The 
alkaline powders are given at hourly inter- 
vals from morning to 9:30 at night, and 
no food or drink is given during the night. 
Magnesium is administered only in suffi- 
cient quantity to produce one formed stool 
daily, the rest of the alkalies being given in 
the form of calcium carbonate and sodium 
bicarbonate. The patient is at absolute rest 
in bed for three weeks, and during the 
fourth week gradually allowed to resume 
his normal activity. Aspiration of the 
stomach is made routinely on certain days ~ 
at 4:30 p.m. and at 9:30 p.m. to determine 
whether there is accurate neutralization. 
On certain other days during the week, after 
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the stomach has been emptied at 9:30 P.m., 
another aspiration is done at midnight to 
determine the presence or absence of exces- 
sive continued secretion, a condition which, 
if allowed to continue, frequently nullifies 
the effect of the neutralization during the 
day. If such a condition exists, accurate 
neutralization during the entire twenty-four 
hours for a few days or a week is usually 
sufficient to relieve the condition. 

Patients who have had hemorrhages, even 
though of very recent occurrence, are placed 
upon hourly milk and cream feedings with 
accurate neutralization. In their cases the 
transition to a generous diet is somewhat 
slower, but in general the management is 
the same. 

It is desirable to exhaust the possibilities 
of adequate medical measures for gastric 
and duodenal ulcers before submitting them 
to surgery. 

Medical measures in gastric and duodenal 
ulcers, in addition to their ability to re- 
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lieve, aid in confirming or disproving the 
diagnosis and, furthermore, are of real 
value in certain cases in demonstrating the 
need for surgery. 

Preliminary medical management with 
rest in bed makes operation safer and easier 
in many cases later to. be submitted to sur- 
gery. 

Gastroenterostomy, even with its possi- 
bility of failure to cure and of subsequent 
gastrojejunal or jejunal ulcer, is still the 
most useful of all the gastric operations. 
The fact that when its employment as a 
curative measure in gastric or duodenal 
ulcer fails, it still represents an already ac- 
complished part of the radical operation 
makes it then only a complete failure when 
gastrojejunal or jejunal ulcer follows its 
employment. 

Radical resections should be reserved for 
those cases in which the indications justify 
the risk of its employment as a primary 


measure. 








THE INHERITANCE OF ACQUIRED CHARACTERISTICS. 
By Paul Kammerer, University of Vienna, 
Institute for Experimental Biology. Trans- 
lated by A. Paul Maerker-Branden. Illustrated. 
Boni and Liveright, Publishers, New York, 
1924. 

The volume before us is replete with 
most interesting material and should be ap- 
proached by the reader with an open mind. 
The attitude of biologists under the power- 
ful influence of Weismann and his disciples 
has led to the denial of the inheritance of 
acquired characteristics, and this view finds 
to-day a large number of strenuous adher- 
ents among biologists. The facts presented 
by Professor Kammerer, however, are 
worthy of most careful reading and care- 
ful consideration. Acquired character- 
istics such as increased pigmentation the 
result of certain temperature conditions 
are shown to be transmitted to the off- 
spring. Similar facts are presented show- 
ing the transmission to the offspring of 
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qualities acquired by heat and aridity. 
Many remarkable facts are revealed by ex- 
periments on the midwife toad, salamanders, 
the blind newt, and other animals, all of 
them showing the transmission of acquired 
qualities. Dr. Kammerer also cites the in- 
teresting experiments of Pavlov on the con- 
ditional reflex in mice, which show that 
such a reflex is induced in succeeding gen- 
erations with steadily increasing ease, and 
that it requires in such generations a. pro- 
gressively smaller number of repetitions of 
the sound of the bell before the reflex is 
induced. Such facts clearly demonstrate 
the inheritance of acquired characteristics. 
Other facts too are presented by Dr. Kam- 
merer, such as the immunity acquired by 
certain animals to the bites of poisonous 
snakes and the transmission of this immu- 
nity to the offspring. In his preface Dr. 
Kammerer says: 

“There is a multiplication of experiments 
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which essentially deal with the inheritance 
of acquired characteristics; but up to now 
there seems to be a deplorable lack of 
courage to call the thing by its true name as 
soon as affirmative reports would have to 
be submitted. These affirmative results are 
usually camouflaged with more or less high- 
sounding, but at the same time more than 
less misleading, appellations such as ‘cumu- 
lative after-effects’ (Alverdes, 1921), ‘os- 
cillating mutations’ (Cuenot), ‘transgressive 
ecologisms’ (Lang, 1909), ‘enduring modi- 
fications’ (Jollos), and what not.” Cer- 
tainly it would seem that such facts as these 
should be squarely faced by biologists. 
Professor Kammerer presents in Chap- 
ter XX XVIII a summary of the direct or 
experimental evidence in favor of the trans- 
mission of acquired characteristics. These 
characteristics relate to locomotion, nour- 
ishment, the nesting instinct, to propaga- 
tion, to the modification of development, to 
periodicity, to changes in form, color, size, 
etc. The author might have turned for ad- 
ditional information to Clinical Medicine, 
the facts of which permit of no question 
either as to the hereditary transmission of 
various nervous functional disorders or of 
others which are grossly organic, such as 
that of Friedreich’s ataxia and the myop- 
athies. Every hereditary affection, no 
matter what it may be, always has a begin- 
ning in some one generation. True it is 
that the departures from the normal which 
are thus transmitted differ from those 
variations which, occurring in the course of 
evolution, lead in animals to the formation 
of new varieties, or, it may be, of new 
species. The departures observed by phy- 
sicians are, other things equal, expressive 
of biological failures and weaknesses, but 
have we not notwithstanding here a hint as 
to the mechanism of heredity in general? 
Certainly the elaborate theory of Weismann 
that the germ plasm is made up of bodies 
which he terms “idants” (which are identi- 
cal with the chromosomes), that these idants 
are made up of “ids,” and that in each “id” 
is represented an architectural form upon 
which the structure of the future organ- 
ism depends, is hardly in keeping with the 
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possibilities of the changes demanded by 
evolution. This architectural structure of 
Weismann predetermines the structure of 
the future organism, and it is difficult to 
see how such a fixed structure will permit 
of the variations and changes necessary to 
evolution. Such variations as must be ad- 
mitted to occur, Weismann assigned to 
causes in the external world, but if every- 
thing is predetermined by a fixed structure, 
how can such ‘variations be transmitted? 
That variations are transmitted, the facts 
presented by Professor Kammerer seem to 
prove. It would appear further that varia- 
tions which are of such a character as to 
affect the metabolism of the organism, either 
in a special or general way, must also affect 
the metabolism of the offspring, and it is 
not only conceivable but probable that 
fundamental changes involving nutrition 
and secondarily affecting structure and form 
may be trasmitted in this way. On the 
other hand, if this be the case, we can read- 
ily understand why purely physical and 
artificial mutilations are not transmitted. 
Indeed, to expect the transmission of phy- 
sical mutilations is an absurdity. 

The book of Professor Kammerer, which 
is large but very readable, unfortunately re- 
veals a controversial spirit; perhaps the 
author thinks this is necessary in order that 
his views may make some impression upon 
the biologists of our day. F. X.D 


THE PNEuUMococcus AND PNEUMOCOCCAL AFFEC- 
tions. By L. Cotoni, C. Truche, and A. Ra- 
phael. English edition by D. S. Page, M.A., 
M.B., D.P.H., and Eva Morton, M.R.CS., 
L.R.C.P. John Bale, Sons & Danielsson, Ltd., 
London, 1924. Price 16 shillings. 


Manifestly from its title this book is in- 
tended to describe the main features of the 
information at present available concern- 
ing the pneumococcus and the diseases 
resulting from its entrance into the body. 
It is surprising to find what a very large 
field this microdrganism occupies, and, al- 
though the authors have prepared a text 
which with the bibliography is more than 
200 pages, they frankly admit that it is 
impossible for them in the present state 
of our knowledge to give equal attention 
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to all aspects of the subject, either from 
the standpoint of the bacteriologist or the 
clinician. Much of their text depends upon 
the results of their own investigations. The 
translators have taken great pains with 
their work and point out that the loose 
terminology by which the label of Type IV 
came to be applied to those pneumococci 
which are not agglutinated by the serum 
of Types I, II, or III has resulted in the 
erroneous assumption that such organisms 
are regarded as being closely related to one 
another. For this reason their views are 
not entirely always in accord with the views 
of their French colleagues. 

The text is divided into three parts. The 
first deals with our knowledge ‘of the 
pneumococcus itself; the second with the 
habitat of the pneumococcus and diseases 
of pneumococcal origin; and the third with 
the treatment of such infections. In this 
latter chapter, of about 30 pages, serother- 

apy, prophylactic vaccination and bacterio- 
therapy and chemotherapy are the points 
considered, no attempt being made to dis- 


in other 


cuss the employment of drugs; 
words, symptomatic treatment is very prop- 
erly not included in text of this character. 

We believe that bacteriologists in gen- 
eral and many clinico-bacteriologists will 
be much interested in this contribution to 
medical literature. 


ProcressivE Mepicine. A Quarterly Digest of 
Advances, Discoveries and Improvements in 
the Medical and Surgical Sciences. Edited by 
H. A. Hare, M.D., LL.D., and L. F. Appleman, 
M.D. Volume IV, December, 1924. 

For many years we have noted the ap- 
pearance of the various issues of Pro- 
gressive Medicine, calling attention to the 
fact that its object is to present to its read- 
ers carefully prepared stories whereby they 
may gain an adequate conception of the 

advances made in practically every field 
of medical science during the preceding 
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twelve months, care being taken to elim- 
inate from the text communications which © 
have no particular value to the active prac- 7 
titioner. This issue, as in previous years, q 
deals with Diseases of the Digestive Tract, | 
the Liver, the Pancreas and Peritoneum, © 
by Martin E. Rehfuss, M.D.; Diseases. of 7 
the Kidneys, by Nelson K. Fromm, M.D.;~ 
Genito-Urinary Diseases, by Charles W. 7 
Bonney, M.D.; Surgery of the Extrem- © 
ities, Shock, “Anesthesia and Infections,” 
Fractures, Dislocations and Tumors by © 
Walter Estell Lee, M.D.; and a Therapeu- 7 
tic Referendum, by H. R. M. Landis, M.D. 


ORGANOTHERAPY IN GENERAL Practice. The G. 
W. Carnrick Company, New York. ; 
This well-gotten-up volume, the author of 

which is not named upon the title-page,” 

contains nearly 250 pages of text with” 
copious references to the bibliography of © 
the subject of which it treats. It is de-7 
signed, of course, to give information 
which will encourage physicians to employ ~ 
the glands of internal secretion derived from ~ 
the lower animals in the treatment of vari- ~ 
ous disorders found to be present in human ~ 
beings. 

Those who are enthusiastic supporters of | 
and believers in organotherapy will find — 
much in this volume to encourage them. On — 
the other hand, those who are doubtful of © 
the general application of this method of © 
treatment will naturally assert that some of © 
the claims which are made are in error. © 
Nevertheless it is only fair to state that the © 
text provides the reader with a very com- | 
plete consideration of our knowledge of 7 
this important subject, and “he who reads,” ~ 
if he so desires, may obtain much additional © 
infortnation by the references which are © 
given and which are designed, of course, to © 
permit the reader to obtain additional facts : 
or views if he desires to take the trouble to ~ 
go beyond this text. Taking it all in all it 7 
is a very creditable production. . 


Wr” 














